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RATED FIRST 
FOR TRANQUILIZING EFFECT’ 


IN HOSPITALIZED PSYCHIATRIC PATIENTS, Miltown has demonstrated great 
usefulness in relieving anxiety and tension.’ 

In tranquilizing effect Miltown has been found superior to phenothiazine 
derivatives and Rauwolfia products. However, its anti-psychotic effect is less 
pronounced than that of the other drugs.! 


On the other hand, combined with an effective anti-psychotic preparation, 
Miltown becomes “extremely valuable in alleviating the overactivity, tension, 
excitement and anxiety of the psychotic.” ! 


An added advantage of Miltown is relaxation of skeletal muscle, not 
obtained with most other tranquilizers. 


References: 1, Barsa, J. A.: Am. J. Psychiat. 115:79, July 1958. 2. Graffagnino, P. N., Friel, P. B. and Zeller, W. W.: 
Connecticut M. J. 21:1047, Dec. 1957. 3. Hollister, L. E., Elkins, H., Hiler, E. G. and St. Pierre, R.: Ann. New York 
Acad. Sc, 67:789, May 9, 1957. 4. Pennington, V. M.: Am. J. Psychiat. 114:257, Sept. 1957. 5. Tucker, K. and 
Wilensky, H.: Am. J. Psychiat. 113:698, Feb. 1957. 


Available in 400 mg. scored and 200 mg. 
sugar-coated tablets. Also available as 
MEPROSPAN* (200 mg. meprobamate 
continuous release capsules). # TRADE- MARK 
meprobamate (Wallace) 


Gy WALLACE LABORATORIES, 
New Brunswick, N. J. 
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once more--- 
the smile of “belonging” 
of being “part of things” 


Acute schizophrenic on first admission— One week later—tension and apprehension visibly 
tense, hostile, agitated 38-year-old male— diminished — progress in work therapy encouraging. 
TRILAFON administered intramuscularly. 


One month after admission—tensions and anxiety under control with 
TRILAFON; emerging from isolation and taking active interest in surroundings. 
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The smile of full participation—and 
the promise of an early discharge. 


Psychotherapy initiated—patient less withdrawn and responding 
to direct approach; now receiving TRILAFON orally 12 mg. q.i.d. 


working together 


THE PSYCHIATRIST / THE PATIENT 


—mentally alert 
and responsive 
to therapy 


Trilafon 


perphenazine 


for greater access to disturbed minds 


Dosage: Depending on the severity of the condition and 
response of the individual case, the dose is 8 to 16 mg. two 
to four times daily. Consult Schering literature for other 
indications, as well as for details on precautions and contra- 
indications. 


Packaging: Tablets of 4 mg. and 8 mg., bottles of 50 and 500; 
16 mg., bottle of 500. REPETABS® —4 mg. in the outer layer 
and 4 mg. in the timed-action inner core, bottles of 30 and 
100. TRILAFON Injection—5 mg., ampul of 1 cc., boxes of 6 
and 100; 10 cc. vial, 5 mg./cc., boxes of 1 and 10, TRILAFON 
Concentrate — 16 mg./5 cc., bottle of 4 0z., with graduated 
dropper. TRILAFON Suppositories—4 and 8 mg., boxes of 6. 


SCHERING CORPORATION + BLOOMFIFLD, NEW JERSEY 
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Enuresis 

In the physically normal older child, persistent 
bed-wetting is often the revealing symptom 
of an anxiety state. Thus, the alleviation of 
psychic tensions is an important step in pro- 
moting nocturnal sphincter control. After 
using EQUANIL as a management adjunct, 
McClendon! reports: “Out of the sixty cases 
followed ... there have been forty-one com- 
plete successes, ten partial successes and 
nine failures.... These cases were selected 
because of the failure of all other 
measures... .” 


1. McClendon, S.J.: Arch. Pediat. 75:101 (March) 1958. 


CONFORMS TO CODE 9 
FOR ADVERTISING MEPROBAMATE 


Philadeiphia 1, Pa. Relieves tension—mental and muscular 
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IN LONG-TERM, “BACK-WARD” PATIENTS 
WHO ARE WITHDRAWN AND APATHETIC 


66Previously withdrawn, sullen, and seclusive patients began 
to converse, take meals with other patients, and, in general, 
react to their surroundings. 99 

Gunn, D.R.: The Role of Trifluoperazine in the Treatment of Refractory Mental Patients, 


in Trifluoperazine: Clinical and Pharmacological Aspects, Philadelphia, 
Lea & Febiger, 1958, pp. 47-53. 


66... these patients, formerly dull, listless, lethargic and 
resistant to therapy, became active, ambitious, and productive 
in their work assignments, so that some could be released 

to active employment outside the hospital.99 

Brooks, G.W.: Definitive Ataractic Therapy in the Rehabilitation of Chronic 


Schizophrenic Patients: A Preliminary Report on the Use of Trifluoperazine, 
ibid., pp. 54-61. 


66 One of the striking features of [‘Stelazine’] is its dual 
capacity to act as an ataractic agent to calm aggressive 
patients and as a stimulant to stir passive, sluggish patients 
into productive activity and contact.9 9 


Kovitz, B.; Management of Psychotic Tension Symptoms with Trifluoperazine: 
A Preliminary Report, ibid., pp. 144-149. 


Available: Tablets, 2 mg., 5 mg. and 10 mg. 
Multiple dose vials, 10 cc. (2 mg./cc.) 


Literature available on request. 


Smith Kline & French Laboratories WG) leaders in psychopharmacology 


*Trademark for trifluoperazine, S.K.F. 
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YOUR ANSWER 
BE“! DON’T KNOW” 
OR “VERY SOON.” 
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VESPRIN MAY MAKE 
THE DIFFERENCE 


SQUIBB TRIFLUPROMAZINE HY 
associated with organic 
Am. J.M. Se 
S.; Saunder 


)1958 
N 


235:67 (Jan 
J.C., and Kline 


1. Goldman, 


4. Bruckman, N Monograpt 


Dosage 
reased or decreased according to patient response. Se 
terature. Supply: Tablets: 10, 25 and 50 mg., in bottles 
f50 and 500. Capsules: 100 mg. in bottles of 50 and 

500. Emulsion: 30 cc. dropper bottles and 120 cx 

bottles (10 mg./cc.). Parenteral Solution: 1 cc. multiple 

Jose vial (20 mg./cc.) and 10 cc. multiple dose vial 

(10 mg./cc.). Vesprin Injection Unimatic (15 mg. in 

ROCI 


.. @ unique halogenated phenothiazine for the management of schizophrenia, manic 
brain disease, senile psych 
2. Morehouse 


Vesprin is an agent of established efficacy and demonstrated superiority for the manage- 
ment of psychotic patients. In schizophrenia, manic states, and psychoses associated with 
organic brain disease, Vesprin controls intractable behavior patterns making patients more 
accessible to psychotherapy. Excitement, panic, delusions, hostile behavior are moderated 
to permit early insight for rapid progress into resocialization and rehabilitation. Not only 
is Vesprin your drug of choice for initial therapy, but it has proved effective in patients who 
failed to respond to other phenothiazines. 


Vesprin does not oversedate your patients into sleepiness, apathy or lethargy — and drug- 
induced agitation is minimal.' It is relatively free from side effects.1-2 Skin eruptions, photo- 
sensitivity or hyperthermia have rarely been reported. Individual dosage levels are easily 
established. Intramuscular injection causes no pain or tissue irritation. Vesprin often brings 
improvement in chronically disturbed patients refractory to shock therapies and other drugs.?-4 


Usual initial dose, 100 to 150 mg. daily, 


states, psychoses 
oses, and primary behavior problems in children 
W.G., and Freed, JE 
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METHANE SULFONATE 


For a more comfortable life 
? in all forms of 


(Benztropine Methanesulfonate) 


Tremors no longer disrupt daily routine 


entin 


Parkinsonism 


— 


COGENTIN often means effortless 
performance of daily routine for pa- 
tients with Parkinsonism — whether 
arteriosclerotic, postencephalitic, 
idiopathic, or tranquilizer-induced. 
COGENTIN “will counteract rigidity, 
contractures, frozen states and mus- 
cle cramps better than any current 
preparation.”' COGENTIN acts with- 
out causing drowsiness or fogginess” 
and will even control resistant, ma- 
jor tremors in many patients,’ thus 
assuring a more comfortable life. 
With COGENTIN to offset Parkinson- 
like symptoms, tranquilizer therapy 
may usually be continued without 
interruption or decrease in dosage. 


Dosage: usual daily dose is 1 to 2 mg., with 
a range of 0.5 to 6 mg. Frequently, a single 
dose at bedtime is sufficient to control symp- 
toms for 24 hours. In tranquilizer-induced 
Parkinsonism, the usual dosage is 1 to 2 mg. 
two or three times a day. When COGENTIN is 
used to offset the distressing Parkinson-like 
symptoms caused by tranquilizers, adequate 
therapy with these drugs may usually be 
continued. A decrease in dosage is rarely 
necessary. 


Supplied: as quarterscored 2 mg. tablets in 
bottles of 100 and 1000. 


1. Brock, S., Mod.: Bull. New York Acad, 
Med. J? :202, 1956. 

2. Doshay, L. J.: Parkinsonism and Its Treat- 
ment, Philadelphia, J. B. Lippincott, 1954, 
pp. 87-88. 

3. Doshay, L. J., Constable, K., and Zier, A.: 
Neurology 3 :360, 1953. 

COGENTIN is a trademark of Merck & Co., Inc, 


Additional information on COGENTIN is available to 
physicians on request. 


& Merck Sharp & Dohme 


DIVISION OF MERCK & CO. Inc, PHILADELPHIA 1, PA. 
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SPARINE quickly controls the excitement and hostility of acute 
and chronic psychoses. As a practical adjunct to formal psy- 
chiatric measures, SPARINE simplifies care, facilitates accessi- 
bility, speeds social rehabilitation. 


SPARINE gives prompt control by intravenous injection and effective 
maintenance by the intramuscular or oral route. It is well tolerated in 
all three methods of administration. 


Comprehensive literature supplied on request 


Sparine 


Philadelphia 1, Pa 
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ULTRAN”® helps you to restore assurance 


In a wide range of diseases which are primarily organic, apprehension, 
anxiety, and tension may obstruct recovery. In such cases, adjunctive 
therapy with Ultran as an aid to your reassurance will often equip 
the patient better for a smooth return to norma! living. 

Ultran (1) allays apprehension and anxiety, (2) relieves neuromus- 
cular tension, and (3) enhances the effectiveness of analgesic therapy. 
It is well tolerated, notably safe, and chemically unique. 

Supplied in Pulvules® of 300 mg. (usually 1 t.i.d.) and scored tablets 
of 200 mg. (usually 1 q.i.d.). 

Ultran® (phenaglycodol, Lilly) 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
974002 
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PATIENTS’ EXPECTANCIES AND RELEARNING AS FACTORS 
DETERMINING IMPROVEMENT IN PSYCHOTHERAPY ' 


JEROME D. FRANK, M.D., LESTER H. GLIEDMAN, M.D., 
STANLEY D. IMBER, PxD., ANTHONY R. STONE, M.S.S.W., ano 
EARL H. NASH, M.S.? 


INTRODUCTION 


The problem of criteria of improvement 
in psychotherapy is a complex one which 
is far from adequately solved. Whatever 
the ultimate criteria prove to be, however, 
unless the patient feels better and func- 
tions more effectively, it would be difficult 
to maintain that psychotherapy had helped 
him. Relief of symptoms and improved so- 
cial effectiveness, then, may be regarded 
as the least common denominators of thera- 
peutic change(1). 

The purpose of this paper is to present 
experimental data which elucidate some 
aspects of symptomatic improvement and, 
to a lesser degree, of improvement in social 
effectiveness in psychiatric outpatients. A 
tentative hypothesis is presented concern- 
ing two factors which may contribute to the 
observed changes. 


METHOD 


The research population consisted of 
white psychiatric outpatients, diagnosed as 
having a psychoneurotic or personality 
disorder, other than antisocial personality 
or alcoholism and without organic brain 
disease. Their age range was 18 to 55 ; about 
two-thirds were women. These patients 
were assigned at random to one of 3 types 
of treatment: 1. Individual therapy one 
hour once a week, 2. Group therapy, in 
which patients were seen in groups of 5 
to 8 for 1% hours once a week, and 3. Mini- 
mal contact therapy in the continued treat- 
ment clinic (CTC) of the Phipps out- 
patient department where the patients 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 From the Henry Phipps Psychiatric Clinic of the 
Johns Hopkins Hospital. This paper grows out of 
research studies supported by the United States Public 
Health Service (M-532, C-2) and the Ford Founda- 
tion. 


were seen for no more than half an hour 
once every 2 weeks. Individual and group 
psychotherapy at Phipps focus on the reso- 
lution of the patients’ current interpersonal 
difficulties, through discussion of relation- 
ships with other persons and feelings 
aroused by them. To this end, group thera- 
py emphasizes patients’ feelings and be- 
havior towards each other in the group. The 
interviews in CTC focus on patients’ symp- 
toms and their alleviation. 

The design called for 54 patients to re- 
ceive at least 6 months of treatment ; 6 in 
each type of treatment with each psychi- 
atrist. Three psychiatrists, all in their second 
year of residency training, each conducted 
all 3 types of treatment. The final popula- 
tion of 54 “treated” patients contained 48 
(89%) who had at least 4 months of treat- 
ment and 37 (68%) who had at least 6 
months. No patient was included in the 
“treated” group who had less than one 
month. For comparison purposes, 23 pa- 
tients who dropped out of therapy before 
their fourth meeting were included in the 
study. 

The two major measures of improvement 
were a Discomfort Scale which consisted 
of 41 common complaints of psychiatric 
patients, each of which the patient was 
asked to rate on a four-point scale of the 
distress experienced; and a Social In- 
effectiveness Scale, consisting of 15 cate- 
gories of behavior involving the patient’s 
interpersonal relationships*(2,3,4). Each 
of these categories was rated by trained 
interviewers and observers on a six-point 
scale following observed interviews with 
the patient and a relative(5). 


3 The items on the Social Ineffectiveness Scale are : 
overly independent, superficially sociable, extra-puni- 
tive, officious, impulsive, hyper-reactive, overly 
systematic, overly dependent, withdrawn, intra-puni- 
tive, irresponsible, overly-cautious, constrained, un- 
systematic, sexual adjustment. 
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It is important to keep certain aspects 
of the experimental design in mind in evalu- 
ating findings. Patients were told at the 
start that they would be treated for 6 
months, at which time their condition would 
be re-evaluated and further treatment 
would be available if necessary. The psy- 
chiatrists were asked to treat each patient 
for 6 months, One psychiatrist left the clinic 
at this time and the other two continued to 
see their patients. After the 6-month period 
various possibilities were open to the pa- 
tients. Some continued with the same doc- 
tor in the same form of treatment. Others 
were switched to a different form of treat- 
ment, sometimes with the same doctor, 
sometimes with another doctor. Some 
sought treatment outside the clinic. Some 
stopped treatment altogether, or for a 
while and then returned for further treat- 
ment.* 

The drop-outs, of course, did not con- 
tinue with their original doctor. Some 
stopped treatment, others sought treatment 
from outside physicians. Some returned for 
treatment after a lapse of time. In short, 
the experiences of patients after the 6- 
month period were very heterogeneous, so 
that initial differences in the treatment 
experiences of the different groups would 
be expected to diminish with the passage 
of time. 

Every effort was made to get patients 
to come back for their re-evaluations. With 
respect to the treated patients, our efforts 
were quite successful. Of 54, 53 returned 
for the one-year evaluation and 46 for 
the two-year evaluation.» We had much 
less success with the drop-outs, 15 of whom 
returned for the one-year evaluation but 


4 Between the first and second re-evaluation, 6 
months and 1 year after starting treatment respec- 
tively, 25 of the original 54 patients were still in the 
original design, i.e. receiving their original form of 
treatment with the same psychiatrist. An additional 12 
had been in treatment with a different therapist or 
form of therapy, making a total of 37. By the third 
re-evaluation, 2 years after beginning treatment, these 
figures had dropped to 9 and 9 respectively, for a 
total of 18 patients still in treatment or 1/3 of the 
original population. 

5 Two additional treated patients, both of whom 
had individual therapy, who had left town by the 
time of the third re-evaluation, were mailed the 
Discomfort Scales, making a total of 48 scored on 
these measures. 


only 8 for the two-year evaluation.® As a 
result, the group of drop-outs who still had 
contact with the clinic at the one- and two- 
year re-evaluations may not be comparable 
with the initial group. 


RESULTS 


The results of this study are expressed in 

terms of changes in discomfort and social 
ineffectiveness. These changes are ex- 
pressed both in terms of relative frequen- 
cies of different types of change at each 
evaluation and in terms of mean scores. 
Since the therapeutic experiences of our 
patients could be controlled only during 
the first 6 months, results obtained at the 
first re-evaluation will be considered sep- 
arately from the later ones. 
1. Changes in Discomfort and Ineffec- 
tiveness at Six Months. Tables 1 and 2 sum- 
marize the changes in Discomfort Scale 
scores. Since these changes were found to 
be independent of the type of treatment 
patients received, the treated patients are 
handled as a single group. It will be seen 
from Table 1 that 70% of the treated pa- 
tients showed a decrease in discomfort, as 
did 74% of the patients who dropped out of 
treatment within the first month and were 
first retested at 6 months. 

As will be seen from Table 2, the same 
result holds for average discomfort scores. 
At the 6-month evaluation both treated and 
drop-out patients show a change which 
differs significantly from zero. 

To see whether certain types of symp- 
toms were more liable to change than 
others, two sub-scales were formed from 
the Discomfort Scale. One consisted of 
nine items which were thought clinically to 
reflect anxiety or depression. The other 
sub-scale of 16 items consisted of somatic 
symptoms. The results obtained for these 
2 sub-scales are summarized in Table 3 
which contains their weighted mean scores 
initially and at the time of the first re- 
evaluation. The sub-scales taken separately 
show the same trend as the total scale, but 
the anxiety and depression items were 
scored higher initially and changed more 
at 6 months than the somatic items. The 


6 An Ineffectiveness Scale was filled out for one 


additional drop-out patient by means of a telephone 
interview, making a total of 9 scored on this measure. 
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TABLE 1 


FREQUENCIES OF CHANGE FROM PREVIOUS SCORE ON DiscOMFORT SCALE 


Successive EvaALUATIONS FOR TREATED AND Drop-Ovut PATIENTS 


Improved Same 


N % N 


Ist Re-Eval. 
(6 months) 


Treated (N=54) 
Drop-Out (N=23) 


38 70 1 


17 74 


2nd Re-Eval. 
(1 year) 


Treated (N=53) 
Drop-Out (N=15) 


28 53 


7 


3rd Re-Eval. 
(2 years) 


Treated (N=48) 


Drop-Out (N=8) 


24 
(4) 


TABLE 2 


MEAN Scores on Discomfort SCALE INITIALLY AND AT 
SuccessivE EVALUATIONS, FOR TREATED AND Drop-Ovut PATIENTS 


Mean 


Scores 


Initial 


Follow-up Evaluations 


6 months 
N 


lst Re-eval. 


x 


3rd Re-eval. 
2 years 


x 


2nd Re-eval. 
1 year 


N 


Treated 54 


Drop-Out 23 21 


30.1 


48 30.0 ° 


A* (8) | (26.5) 


* Change from Initial Mean Score significant, p<.001. 
** Change from Initial Mean Score significant, p<.05. 


greater liability of the former to change 
is in accordance with general clinical ex- 
perience. 

These findings suggest that the relief of 
discomfort experienced by our patients was 
chiefly due to relief of anxiety and depres- 
sion, and that it was produced by a factor 
common to all 3 forms of treatment used, 
which seemed to be equally potent regard- 
less of the amount or type of the treatment 
contact. Patients who left treatment before 


the fourth session showed an average drop 
in discomfort at least as great as those who 
stayed in treatment longer, and patients 
receiving individual, group or minimal con- 
tact therapy did not differ in their change 
scores on this measure. 

The major results on the Social Ineffec- 
tiveness Scale, which is a measure of the 
patient’s social functioning, are summar- 
ized in Table 4 which contains the rela- 
tive frequencies of change at each evalu- 
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TABLE 3 


WEIGHTED * MEAN SCORES ON ANXIETY-DEPRESSION AND 
Somatic SuB-SCALES OF DiscOMFORT SCALE 


Weighted Mean Scores 


Anxiety-Depression Somatic 


Sub-scale Sub-scale 


Initial 
Eval. 


Ist Re-eval. Initial lst Re-eval. 
(6 mos.) Eval. 6 mos. 


Treated Patients 
(N=54) 1.63 
Drop-out Patients 
(N=23) 1.34 


1.07 17 61 


17 63 44 


* The sub-scales were weighted to make them comparable by dividing the sum total of the sub-scale 
raw scores by the total number of scorable items. Thus Anxiety and Depressive Score= 


SA + D Scores and Somatic Score= Somatic Scores 


9 


ation, and Table 5 which contains the cor- 
responding mean scores. 

Table 4 shows that a higher percentage 
of patients improved at 6 months in group 
and individual therapy than in minimal 
therapy. They also improved more fre- 
quently than those who dropped out. Ex- 
amination of the mean scores (Table 5)? 
shows the same tendency. The mean in- 
effectiveness score of the combined popula- 
tion of patients receiving group and indi- 
vidual treatment showed a significantly 
greater improvement than the mean of 
those receiving minimal therapy, and also 
than the mean of those who dropped out.® 
Thus amount of improvement in ineffective- 
ness seems to be positively related to 
amount of treatment contact. This finding is 
in contrast to improvement in discomfort, 
which was independent of amount of treat- 
ment. 

2. Changes in Discomfort and Ineffec- 
tiveness After Six Months. As indicated 
above, after 6 months the treatment ex- 
periences of the patients could no longer be 
controlled, and at the time of the third 
re-evaluation, 2 years after the beginning 
of the study, only one-third were still in 
treatment in the clinic. At this time it was 
possible to re-evaluate approximately 85% 


TIt will be noted from Table 5 that patients who 
remained in group therapy tended to be less ineffective 
initially than those who remained in individual and 
minimal treatment, a finding discussed elsewhere(6). 

8 p<.01 and <.05 respectively. 


16 


of the original treated population, so that 
it would seem safe to regard the results as 
characteristic of the total treated group. 
The same cannot be said for the drop-outs, 
only about 35% of whom could be re- 
evaluated after 2 years. After 6 months 
there is no consistent pattern of change 
for the group as a whole on the Discomfort 
Scale (Table 1). On each re-evaluation 
subsequent to the first, about half of the 
treated patients who returned improved, 
and half became worse. Of the drop-out 
population, those who returned for re- 
evaluations showed precisely the same 
tendency. Similarly, after 6 months neither 
the treated patients nor the drop-out pa- 
tients who returned showed any significant 
change in the mean discomfort score (Table 
2). 

To determine whether continuation in 
treatment had any effect on discomfort 
scores after 6 months, at each evaluation 
period patients who were still in their initial 
type of treatment were compared with the 
rest of the group with respect to change 
from the previous evaluation. No differ- 
ences in frequency of change or in average 
change were found, suggesting that the 
persistence of a lowered discomfort score 
after the 6-months re-evaluation did not 
depend on whether or not the patients re- 
mained in any particular form of treatment. 

The findings on the Discomfort Scale at 
6 months and at follow-up raise two ques- 
tions : firstly, are they simply the result of 
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TABLE 4 
FREQUENCIES OF CHANGE FROM PrEviOUS SCORE ON INEFFECTIVENESS 
ScaLE aT Successive EvALUATIONS 
First Re-Eval. (6 months) 


Treated (N=54) Improved 


Same 


N % 


14 
14 
10 


Group 
Individual 
Minimal 


Total 38 


Drop-Out (N=23) 15 


Second Re-Eval. (one year) 


Treated (N=53) Improved 


% 


Group (18) 
Individual (18) 
Minimal (17) 


44% 
67% 


Total (53) 


Drop-Out (N=15) 


Third Re-Eval. 


Treated (N=46) Improved 


(two years) 


Group (15) 
Individual (16) 
Minimal (15) 


Total 


N 
2 
0 
0 
2 


Drop-Out (N=9) (22%) 


(67%) 


(1) (11%) 


repeating the scale? secondly, how early 
does the relief of discomfort actually oc- 
cur P 

With respect to the first question, it 
might be argued that unfamiliarity with 
the test and the setting aroused some anx- 
iety on its first use, which was reflected in 
heightened discomfort scores. The second 
discomfort score could then be construed 
as representing the patient’s baseline of 
discomfort, which would explain why it 
showed no consistent changes after the 
second testing. According to this view, 


the discomfort score may have been un- 
affected by the treatment contact through- 
out the study, but dropped initially simply 
because anxiety connected with adminis- 
tration of the test itself was less on its 
repetition(7). 

The alternative view, equally compatible 
with the data, is that the relief of discom- 
fort resulted from a feature common to 
all forms of treatment, namely the patient's 
belief that he was being helped. Activation 
of this belief ordinarily would not depend 
on the nature or length of the treatment. 
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TABLE 5 


MEAN Scores ON INEFFECTIVENESS SCALE AT SUCCESSIVE 
EVALUATIONS FOR TREATED AND Drop-Ovut PATIENTS 


Initial 


Mean Scores 
Follow-up Evaluations 


First 
6 months 


Third 
2 years 


Second 
1 year 


Treated N 


x N 4 


Group Treatment 18 
Individual 18 
Minimal 18 


15.3 14.9 15 15.2 
22.8 19.0 16 17.1 
25.1 23.0 15 20.1 


Total Treated 25.3 54 


21.1 18.9 46 17.5 


Drop-Out 23 23.4 23 


20.4 (15) (18.2) (9) (20.4) 


It would start to operate as soon as pa- 
tient and physician met, and would not be 
affected in any consistent way by subse- 
quent length of treatment contact. Ac- 
cordingly, it would be expected to pro- 
duce a certain degree of relief immediately, 
which then would stay relatively constant. 

Since a placebo activates the expectancy 
of help in many patients, it affords a simple 
way of testing the effects of this attitude 
(8,9). Twelve patients of the original pop- 
ulation, who were having routine follow-up 
interviews 2 to 3 years after their first con- 
tact with the project, were given a 2 weeks’ 
trial on placebo. These patients had com- 
plaints similar to their initial ones and ex- 
pressed a desire for relief. No psychothera- 
peutic sessions were held during the trial of 
placebo. The Discomfort Scale used 
throughout this project was given at the 
beginning and at the end of the placebo ad- 
ministration period. A statistically signifi- 
cant drop in discomfort score occurred, 
which was of the same order of magnitude 
as that following the initial 6 months of 
psychotherapy. Since with these patients 
the drop in discomfort occurred between 
the third and fourth administrations of the 
scale, the factor of familiarity may be ex- 
cluded as an explanation of the result(10). 

If the initial drop in discomfort is a result 
of the patient’s belief that he is being 
helped, it becomes of interest to find out 
how promptly this belief is activated. In our 
study, unless patients dropped out of treat- 
ment after the first month but before the 
sixth month, they did not receive the Dis- 


comfort Scale until 6 months after their 
initial contact. The small group of patients 
who left treatment between the first and 
sixth months received the second Discom- 
fort Scale at the point they stopped. There 
are too few of these patients and the range 
of their scores is too wide to permit statis- 
tical analyses, but it is interesting that 
their mean change score is the same as 


that for patients evaluated at 6 months. 
This suggests that patients who showed dis- 
comfort relief at 6 months might have 
shown it earlier had they been tested. 


The placebo study reported above 
showed a marked drop in discomfort at 
two weeks. In a current study, we give pa- 
tients similar to those in this study a modi- 
fied form of the Discomfort Scale twice in 
the same interview, once just before receiv- 
ing a placebo, and again about one hour 
later. The scale is repeated the following 
week. We are finding that many patieuts 
show marked relief of discomfort even with- 
in an hour. The degree of relief does not 
appear to be increased by receiving the 
placebo for the subsequent week. This is 
consistent with the hypothesis that the dim- 
inution of discomfort is a response to the 
patient’s expectancy of help, which pre- 
sumably is often strongly activated early 
in his contact with the doctor. 

It seems safe to conclude from these 
findings that the drop in discomfort ob- 
served at 6 months in this study probably 
would have been found much earlier had 
it been tested, and that it was not due to 
mere repetition of the test. 
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The findings on the Social Ineffectiveness 
Scale after 6 months differed from those 
with respect to discomfort in that the treat- 
ed patients continue to show progressive 
improvement in effectiveness (Tables 4 and 
5),° whereas they show no further changes, 
on the average, in discomfort. 

Although patients who initially received 
different forms of treatment seemed to im- 
prove in ineffectiveness at different rates, 
the meaning of these differences cannot be 
interpreted, because of the heterogeneity 
of patients’ treatment experience after 6 
months. 

3. Relationship between Changes in Dis- 
comfort and Ineffectiveness. It seems ap- 
parent that changes in discomfort in re- 
sponse to psychotherapy reflect, at least 
in part, a different process than changes in 
social ineffectiveness. Further evidence in 
support of this view is afforded by the prod- 
uct moment correlations between changes 
in these two measures. For the treated 
patients, these correiations are .37 (p<.01) 
at the first re-evaluation, .23 (p<.10) be- 
tween the first and second re-evaluations, 


and .30 (p<.05) between the second and 
third re-evaluations. They are positive, but 
low, and only one achieves adequate sta- 
tistical significance. 


Discussion 


These findings are consistent with the 
assumption that the effects of psychother- 
apy depend on 2 interrelated factors: 1. 
The potentiation and activation of the pa- 
tient’s favorable expectancies and 2. 
Changes in attitudes and behavior depend- 
ing on specific situational influences. In 
shorthand fashion the latter may be sum- 
marized as the unlearning of faulty atti- 
tudes and relearning of better ones, though 
we believe that many processes besides 
learning in the narrower sense may be in- 
volved. 

The potentiation of favorable expectancies 
results chiefly in relief of the patient’s 


9% For the treated patients as a whole the difference 
between the initial and the first evaluations is signifi- 
cant at less than .01 ; between the first and second, 
at less than .05 ; and between the second and third, at 
less than .10. 

The drop-out sample shows a similar trend up to 
one year, then a reversal, but attrition is so great 
after 6 months that the findings are uninterpretable. 


subjective distress, especially that part of 
it related to anxiety and depression. These 
may be viewed as manifestations of the 
patient’s apprehensiveness about his con- 
dition, the so-called “processing” aspect of 
illness( 11). 

Although the existence of this effect is 
common knowledge, it is characteristically 
dismissed as of little theoretical or practical 
interest. Actually, little is known about the 
conditions in patient and situation de- 
termining its extent and duration( 12, 13). 
Our findings suggest that it often occurs 
very quickly, and that its intensity is un- 
related to the type or duration of treatment. 
This would be expected, since any form of 
activity by a person culturally defined as 
healer may activate a patient’s belief that 
he is being helped. In this study mere sight 
of the doctor or the first interchange seems 
to have been sufficient. 

Changes due to exposure to a social 
learning situation would be expected to 
appear in the patient’s social behavior. 
Such changes would differ in at least 2 
respects from those due simply to a pa- 
tient’s belief that he was being helped. 
They should be more gradual and the kind 
of change should be related to the kind of 
situation to which the patient is exposed. 
In this study it was found that change in 
social ineffectiveness tended to improve 
throughout the period of observation, and 
the amount of change at 6 months seemed 
related to the amount of therapeutic con- 
tact. 

Although changes in discomfort and so- 
cial ineffectiveness thus appear to repre- 
sent different therapeutic processes, one 
would expect them to be related in at least 
3 ways. First, the scales overlap slightly in 
that some items on the ineffectiveness scale 
—for example, hyper-reactivity—are also in- 
direct measures of subjective distress. Sec- 
ond, the relief patients experience from 
their expectancy of help probably frees 
their spontaneity, enables them to mobilize 
latent assets, and in general creates more 
favorable conditions for learning. Third, as 
a patient, by functioning more effectively, 
gains more rewards and suffers fewer 
frustrations, he should feel more comfort- 
able. The low positive correlations found 
between changes in discomfort and in- 
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effectiveness are consistent with these con- 
siderations. 

This relationship between improvement 
in discomfort and ineffectiveness may ac- 
count for the fact that, contrary to the 
usual supposition, relief of discomfort is 
often persistent. In some of our patients 
it lasted for at least 2 years, even without 
continuing contact with a therapist. Symp- 
tomatic relief, based on the expectancy of 
help, probably improved the morale of 
these patients and so made it easier for 
them to change maladaptive behavior pat- 
terns, which, in turn, reinforced their symp- 
tomatic improvement, as described above. 

Although experimental! studies of psy- 
chotherapy have accumulated much inter- 
esting information as to effects of the ther- 
apist’s behavior on the patient’s responses, 
surveys have consistently failed to reveal 
any overall differences in improvement 
rates of different therapies(14). This may 
be due to failure to understand adequately 
and take into account changes produced 
by the factor common to all therapies—the 
patient’s expectancy that the treatment 
will help him. Only as the parameters of 
these changes are defined and controlled 
can the specific effects of different forms 
of treatment, if there be any, clearly 
emerge. 

SUMMARY 

A group of psychiatric outpatients re- 
ceived either individual psychotherapy, 
group psychotherapy or minimal therapy 
for about 6 months. After 6 months the 
treatment experiences of the patients be- 
came increasingly varied. Patients were 
rated with respect to change in subjective 
discomfort and social ineffectiveness at 6 
months and at regular follow-up intervals 
up to 2 years. It was found that at 6 months 
the average discomfort had markedly de- 
creased, and that the decrease was the 
same regardless of kind or amount of treat- 
ment. Symptoms of anxiety and depression 
tended to be scored higher initially and to 
decline more than somatic complaints. Sub- 
sequent studies with these and similar pa- 
tients showed that a similar drop in discom- 
fort could be found within one week, or 
even in the course of a single interview. 

A significant improvement in social in- 
effectiveness also was found at 6 months. It 


was significantly greater for patients who 
had received group or individual therapy 
than for those in minimal therapy or those 
who dropped out within 4 sessions. 

After 6 months, improvement in discom- 
fort was maintained but did not increase, 
whereas social ineffectiveness continued to 
improve throughout the observational 
period. 

These results are consistent with the 
view that improvement in psychotherapy 
may be produced by at least 2 factors : 1. 
Non-specific expectancy of relief; 2. Re- 
learning, which is related to the amount 
and kind of treatment contact. 
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Of the many difficult problems encoun- 
tered in the hospital treatment of adoles- 
cents, perhaps the most challenging is that 
of controlling their aggressive behavior in 
a manner which assures survival of the 
service while simultaneously operating in 
the therapeutic interest of its patients. 
These patients, as dependent minors, are 
almost always profoundly ill, and have been 
referred for hospitalization by someone else 
as a final act of desperation. Efforts to 
provide treatment for this group have some- 
times failed, largely because hospital pro- 
grams were unable to survive their incor- 
rigible behavior. Consequently they have 
in the past often been admitted only re- 
luctantly to adult wards, and then with 
such disruptive results as to inspire even 
greater reluctance thereafter. There has also 
been understandable caution in establish- 
ing all-adolescent programs, and difficulty 
in maintaining these once established. 


HISTORY AND DESCRIPTION OF THE SERVICE 


Over a period of years, our experience in 
treating increasing numbers of adolescent 
patients on adult wards, compared with 
current work on an exclusively adolescent 
unit, has demonstrated that a large number 
of these patients—generally the more 
chronically and severely disturbed—are still 
more appropriately treated in adult wards 
(6, 7). Ideally, this would be done in hos- 
pitals providing a program suitable for this 
age group. On the other hand, while the 
highly stimulating atmosphere of an all- 
adolescent unit creates some extreme dif- 
ficulties in management, it also offers cer- 
tain unique treatment advantages for 
selected youngsters. 

Our adolescent service was developed 
gradually during several years within the 
60 bed adult wards of the Neuropsychi- 
atric Institute, which is a psychiatric serv- 


1 Read at the 114th annual meeting of the Amer- 
ican Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Adolescent Service, Neuropsychiatric Institute, 
University of Michigan, Ann Arbor, Mich. 


CONTROL OF BEHAVIOR AS A CRUCIAL FACTOR IN INTENSIVE 
PSYCHIATRIC TREATMENT IN AN ALL ADOLESCENT WARD * 


WILLARD J. HENDRICKSON, M.D. anp DONALD J. HOLMES, M.D.? 


ice of the University Hospital. Gradually 
increasing numbers of adolescent patients 
(ages approximately 13 to 18) were ad- 
mitted to the adult wards, while at the same 
time efforts were made to develop a pro- 
gram of activities and treatment techniques 
especially designed for them. The point 
was eventually reached . where typically 
one-fourth to one-third of the adult beds 
were occupied by teen-age boys and girls. 
This ratio is still being maintained, to pro- 
vide treatment for those patients who are 
not candidates for treatment in an adoles- 
cent ward. 

In September 1956, it was possible for 
the first time to open an all-adolescent unit 
for 15 boys and 10 girls in existing ward 
facilities which are adequate, but not es- 
pecially designed for this purpose. It is 
operated as a semi-open unit with furnish- 
ings and equipment planned more in the 
interests of pleasantness than physical 
security. 

Very briefly, the highly developed ac- 
tivity program is distinguished mostly by 
the staff's attitude toward patient participa- 
tion in it, as will be discussed later. It 
includes the usual ancillary therapies, an 
exceptionally complete school program, and 
a system of graduated privileges permitting 
individual patients increasing independent 
activity as their condition warrants. 


SELECTION OF PATIENTS 


Intensive treatment is provided for only 
certain selected patients, while also stress- 
ing the equally important functions of re- 
search and teaching. The patients represent 
all diagnostic categories but chiefly either 
schizophrenic reactions or severely de- 
linquent personality disorders. Of the very 
profoundly and_ chronically. disturbed 
youngsters commonly seen in a statewide 
outpatient referral clinic such as ours, rela- 
tively few can profit by such an intensive 
treatment program. 

We have been impressed that the uni- 
versal anxieties which patients have about 
psychiatric hospitalization are greater in 
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adolescents than in any other age group(4). 
They are seemingly greater in boys than 
in girls, and greater in an adolescent ward 
than for teen-agers hospitalized with adults. 
Due to this exaggerated fear of hospitaliza- 
tion and the highly stimulating character of 
ward life, all patients’ anxieties and con- 
comitant tendencies to act-out impulsively, 
are always increased, at least initially. It 
has been found that to profit by treatment 
in an all-adolescent ward, patients—how- 
ever sick—must have some little potential 
for impulse-control. They must also have 
enough relationship capacity to feel con- 
cern about adult expectations of them. 
However disrupting certain influences of 
this ward may be, surprisingly disturbed 
and anti-social youngsters can be helped 
to realize the potential advantages of treat- 
ment with a group of their peers if given 
specific kinds of psychological support. 

To describe the establishment of a hos- 
pital social environment which can provide 
such support is the primary purpose of this 
paper. Other equally essential aspects of 
this program, including intensive individual 
and group psychotherapy and case work 
treatment with parents, cannot be con- 
sidered here. 


THE THERAPEUTIC ENVIRONMENT 


We commonly speak of the necessity 
for converting alloplastic behavior to auto- 
plastic symptoms as the first phase of 
treatment with the relatively anxiety-free, 
anti-social individual. To accomplish this, 
however, can be extremely difficult. Our 
experience would indicate that one possible 
means of promoting this therapeutic step 
is by providing a social environment which 
will consistently insure the failure of patho- 
logical character defenses(5). 

It has been rewarding to observe the 
number of our initially cool, untroubled, 
aggressive delinquents who internalize their 
conflicts as their anti-social behavior is 
abandoned. We have seen sharp increases 
in free-floating anxiety, development of 
various psychophysiologic manifestations 
and marked depressive episodes, as the pa- 
tient’s archaic behavioral defenses collapse 
—thus compelling his increased involvement 
in verbal psychotherapy. 

In our opinion, no program can be thera- 


peutic which sanctions grossly delinquent 
behavior on the false assumption that neces- 
sary prohibition of such activities is not 
compatible with a sympathetic and accept- 
ing attitude. In this program psychological 
pressures are applied relentlessly to in- 
dividuals and the group to insure conform- 
ance with certain established standards. 

Some points of our basic philosophy with 
respect to overt behavior can be sum- 
marized as follows : 1. Patients are expected 
to respond at all times to the verbal controls 
of the staff, who of course take care to 
exercise their authority as diplomatically 
and effectively as possible. All staff mem- 
bers support one another in the insistence 
that the authority of each and every one is 
absolute. Although we hold each patient 
responsible for controlling his own be- 
havior, he is given unlimited psychological 
support in his attempts to do this. 2. Very 
definite, almost Victorian standards of social 
behavior were established at the beginning 
and have been stringently enforced ever 
since. For example, patients are expected 
to be obedient and respectful to all staff 
members and to attend all required ac- 
tivities. They must maintain regular hours 
of eating and sleeping and adhere to reason- 
able standards of personal appearance and 
conduct. Strict taboos are set up against 
profane and obscene language, fighting and 
physical sex play. Certain types of behavior 
—such as physical aggression against the 
staff or destruction of property—are re- 
garded as too unthinkable even to merit 
taboos. 3. The entire program is elaborately 
conditioned to establish all these require- 
ments as an inevitable and permanent part 
of the entire social organization. Every- 
where the patient is exposed to the same 
central adult attitude : that these behavioral 
norms are an unavoidable reality. 

In the meantime, deliberate attempts are 
made to exploit the tendency of adoles- 
cents to form groups, by promoting group 
identification with adult social values, as 
represented here by insistent staff expecta- 
tions. The patients develop such a personal 
investment in these norms, that any indi- 
vidual defying them finds that he defies 
his peer-group standards as well. Conse- 
quently we have so far been able to avoid 
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riots and, for the most part, epidemics of 
particular delinquent acts. 

The functioning of this social environ- 
ment is illustrated by the role of the school. 
The school program was from the start 
deliberately planned with the idea that 
even in this setting, school can be most 
“therapeutic” by fulfilling a realistic educa- 
tional function. The policy is to enforce 
standards of scholastic performance and 
classroom behavior which are in keeping 
with community norms. It is surprising how 
sick these youngsters can be and still gain 
support from being able to function in a 
a school”—often for the first time in their 

ves. 

In such a social setting we offer patients 
a much more frightening and inspiring chal- 
lenge than physical confinement by provid- 
ing standards (frankly acknowledged as 
rigid and even moralistic) which we regard 
as essential. We further pay respect to the 
potential of each patient by demanding and 
anticipating his successes in subscribing to 
these admittedly difficult standards. It can 
be seen that this program is not at all “per- 
missive,” in the truest sense even though 
patients are offered a great many gratifying 
experiences and an unusual degree of physi- 
cal “freedom.” The setting is actually far 
less permissive than a high security closed 
unit, which is frankly structured on the 
premise that its occupants are incapable of 
monitoring their own behavior in accord- 
ance with abstract social standards. 


METHODS 


‘It is difficult to summarize briefly the 
highly intuitive and complex task of at- 
tempting to deal therapeutically with de- 
linquent behavior. It would obviously not 
be useful to approach this problem with a 
list of “techniques.” It is, however, worth- 
while to refer to the basic staff attitudes 
which guide and govern the management 
of the countless minute-to-minute treatment 
problems encountered. 

Greatest attention is given to cooperative 
efforts to “keep the lid on” at all times. 
While a patient’s behavioral successes are 
taken for granted, his failures are invari- 
ably noted. The slightest violation of a rule 
must never be overlooked, especially when 
it seems to indicate defiance and develop- 


ing fantasies of omnipotence. Any violation, 
however minor, receives the immediate at- 
tention of the nearest staff member. 

It is assumed that each boy and girl rust 
—and therefore will—do what is expected of 
him. Thoughtless praise of conventionally 
“virtuous” behavior would betray the feel- 
ing that we are surprised by it. A too-loving, 
too-sympathetic attitude towards the dis- 
traught adolescent usually excites a curious- 
ly negative response. This is apparently be- 
cause it indulges those persistent, infan- 
tile dependent needs which are most 
frightening to the patient. He prefers that 
we demonstrate our affection by firmly 
helping him to abandon his need for direct 
gratification at this level. 

It is never openly anticipated that a pa- 
tient might refuse direction. We have 
found, however, that it sometimes promotes 
our own security, and therefore the pa- 
tient’s cooperation, to concede privately 
that he might become fully refractory to 
psychological controls, and to prepare in 
advance a plan for dealing with this. 

While we are insistent that no act of 
anti-social behavior be ignored, we are 
equally concerned that the handling of it 
will be highly flexible and individualized. 
Some understanding of motivations under- 
lying the behavior enables us to respond to 
these situations in ways which are designed 
to frustrate the neurotic satisfaction sought 
by the patient through his actions. 

When a patient is unable to respond 
adequately in this conventional social set- 
ting, it becomes clearer to everyone, even 
the patient, that his actions are evidence 
of illness. The doctor’s attitude is one of 
immediate concern for his patient's sympto- 
matic behavior, and treatment of this kind 
of problem extends beyond formally sched- 
uled interviews in the office. Specific in- 
stances of disruptive behavior are ap- 
proached on the spot. They are dealt with 
by the doctor as primitive, uneconomical, 

and expendable modes of communication 
and expression. He makes no effort to sepa- 
rate his functions as authoritarian-adminis- 
trator and psychotherapist, as both re- 
sponsibilities are his in reality. He must first 
exercise whatever measures of authority are 
necessary for interrupting symptomatic be- 
havior. This phase of treatment is followed 
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by an effort to help the patient to under- 
stand the meaning of the activity through 
many hours of individual psychotherapy. 

The withholding or suspension of privi- 
leges can be used to advantage in helping 
the patient develop his own controls, but 
only if such restrictions are logical to the 
problem at hand. Privileges are withheld or 
rescinded because a patient is unable to 
use them in ways beneficial to himself, and 
not as a punishment for misbehavior. There- 
fore, there is no “statute” or even “common 
law” which provides specific punishment 
of particular duration for a given offense. 

Seclusion rooms are never used for the 
control of aggressive behavior. This would 
belie our assumption that the patient is 
able to control himself if he wishes. It 
would also confirm his fantasy that the 
staff, too, is governed by talion law, and 
would make him a martyred hero to the 
rest of his group. We find that the delin- 
quent has adjusted himself comfortably to 
the talion code. If given the opportunity to 
anticipate a “punishment which fits the 
crime,” he is almost always successful in 
defeating treatment aims by fantasying that 
any therapeutic action was magically com- 
pelled by his misbehavior. 

If it develops that this program is de- 
manding too much of a patient in the way 
of independent controls, then deliberate 
transfer to a closed adult ward unit is 
clearly the answer. Short term transfers are 
invariably seen by the patient as punitive 
confinement, and are easily used in the 
service of defensive, anti-therapeutic fan- 
tasies by him. Rather, we recognize that he 
needs this degree of care and prescribe it 
for an indefinite period. 

Sedative and tranquilizing drugs have 
not been found useful in aiding the be- 
havioral controls of the delinquent adoles- 
cent. To prescribe such drugs merely seems 
to excite him to further omnipotent fan- 
tasies that he has swindled the doctor out 
of something. Later in treatment, when 
anti-social behavior has been largely re- 
placed by anxiety and other painful symp- 
toms, drugs may be of limited usefulness 
in relieving intolerable anxiety, and there- 
fore indirectly serve to prevent relapses 
into delinquent defenses. 


THE STAFF 


In establishing this program much time 
has been devoted by the senior psychiatric 
staff in working with ward personnel to 
effect the kind of therapeutic society with 
which patients can actively and safely ally 
themselves. Senior staff supervision has 
literally been on a day and night basis of 
being constantly available at all times. 

Work with these patients demonstrates 
with particular clarity the universal adult 
tendency to react to adolescents with ex- 
cessive anxiety, and there are of course 
many both realistic and neurotic bases for 
this anxiety. We have found it necessary to 
protect our ward personnel from unde- 
served feelings of guilt and anxiety, and the 
all-too-likely possibility of their falling into 
a pattern of secretly withdrawing from ac- 
tive engagement with the patients. 

Periodically our patients are compelled 
to check the validity of their own frighten- 
ing fantasies of omnipotence against staff 
reactions. They routinely make the most 
brazen and transparent efforts to impose 
their non-existent authority on the will of 
staff members. They attempt to dictate 
terms of truce, and seek out “deals” in the 
form of special rewards or concessions for 
their reluctant agreement to conform as re- 
quired. They try to seduce us into recapit- 
ulating the errors unconsciously committed 
by the adults who have been previously 
responsible for their welfare. They will 
resort to any device which might persuade 
us to “wink” at even the tiniest delinquency. 
One of the most difficult problems is cer- 
tainly in resisting the ever-present tempta- 
tion to do just this. But the staff person 
who is foolish enough to walk away from 
a “negligible” act of defiance inevitably 
finds that he has practiced a false economy. 
His quite natural and often weary hope that 
the trouble will “just go away” is never 
realized. A great deal of stamina is required 
to keep at least abreast, and preferably 
ahead of, the seemingly endless series of 
tasks with which these patients provide us. 


SUMMARY 


It is not only difficult but would be im- 
possible to meet the challenge presented 
by these youngsters if we were not able 
to enjoy a genuine and mutually sup- 
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portive interest in working with them. This 
program has been developed as a highly 
cooperative, closely coordinated effort on 
the part of the entire staff. Particular em- 
phasis has been placed on attempting to 
establish a ward atmosphere in which in- 
tensive individual and group psychotherapy 
can be conducted against a background of 
dynamic social reality, rather than in the 
kind of environment which licenses the 
“crazy, mixed-up” behavior of hopelessly 
wayward youth. 
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DISCUSSION 
Thaddeus P. Krush, M.D. (Omaha, 


Nebr. )—The authors state as their thesis 
that “a hospital social environment which 
can provide . . . specific kinds of psycho- 
logical support” for adolescent patients 
utilizes a program “which will consistently 
insure the failure of pathological character 
defenses.” 

Throughout the article such words and 
phrases as “challenging,” “final act of des- 
peration,” “sanctions grossly delinquent be- 
havior,” “psychological pressures ... applied 
relentlessly,” “insure conformance,” “defi- 


nite-almost-Victorian standards . . . have 
been stringently enforced,” “must maintain 
regular hours,” “strict taboos . . . against 
profane and obscene language,” “certain 
types of behavior . . . are regarded as too 
unthinkable even to merit taboos,” “enforce 
standards of scholastic performance,” and 
“frightening and inspiring challenge,” ap- 
pear to me to subsume a moralistic concept 
of disease. While such a concept may be a 
valid one to apply to certain selected in- 
dividuals with the presumed goal of creat- 
ing a neurotic conflict which may then be 
psychotherapeutically treated, it is, in the 
main, at variance with my impression of the 
majority of mentally ill adolescents char- 
acterized by anti-social behavior. 

Since the individuality of their problems 
demands individualized assessment and 
treatment, it would be foolhardy not to con- 
cede that a theory and practice of limits 
must be devised for each psychiatric hospi- 
tal and, on this basis, one cannot challenge 
the authors for this particular adolescent 
unit. However, I should like to raise a num- 
ber of questions : If one selects only those 
individuals who “must have some little po- 
tential for impulse-control” is not one then 
avoiding the problem of treating the more 
seriously mentally ill adolescents? Does 
not “insistence that the authority of each 
and every staff member is absolute” suggest 
that wellness consists of taking on the out- 
ward manifestations of behavior of the 
staff who may come from quite different 
social backgrounds than their patients ? 

If one concedes that “Sir-ring” and 
“Ma’m-ming” is indicative of inner-control, 
do there then occur explosions of behavior 
in other places such as, for instance, at those 
times when staffing is thin? If one takes 
“success . . . for granted” and “failures in- 
variably noted,” what is then of value to 
the individual ? I should also be interested 
in knowing how many individuals must be 
screened out to obtain the relatively homo- 
geneous group of mentally ill adolescents 
described here, and any indications of 
results as indicated by follow-up. 
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PROBLEMS IN ESTABLISHING AND MAINTAINING 
PSYCHIATRIC UNITS IN GENERAL HOSPITALS * 


A. E. BENNETT, M.D.? 


With mental illness our most expensive 
single health problem, the failure to get 
patients early enough for effective treat- 
ment is one of psychiatry’s most urgent 
problems. The cost to American tax payers 
for state hospital patients is over $1 billion 
a year, with about $2 billion lost in earning 
power. In some states the cost amounts to 
about one third the budget. In addition are 
the large sums spent on thousands of men- 
tal patients in the Veterans Administration. 
Much of the heavy outlay goes down the 
drain because it represents cost for care, 
not cure, of mental illness. Although the 
_overall level of state hospital care has im- 
proved greatly in recent years, in some 
states it is still close to the old asylum con- 
cept. State hospital medicine as it now ex- 
ists can never be the answer to the problem. 
In my opinion, an era of revolution is radi- 
cally changing our concept of the treatment 
of mental illness, State hospitals will even- 
tually care for only chronic custodial cases. 

General hospital psychiatry offers the 
great hope for changing this picture, by 
treating mental illness early and preventing 
chronicity. Psychiatric facilities have great- 
ly expanded in general hospitals since 
World War II. 

Our survey of all the psychiatric depart- 
ments in the United States in 1952(1), 
showed only 279 U. S. units considered to 
be adequate treatment centers. Four years 
later this number had jumped to over 600 
units. This encouraging increase is still a 
far cry from the minimum 10% of beds 
needed for psychiatric patients in all larger 
general hospitals. 

Most psychiatrists, I am sure, would 
agree that psychiatric illnesses are best 
treated in the local communities, and that 
general hospitals can easily provide psychi- 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 From the A. E. Bennett Neuropsychiatric Research 
Foundation, Department of Psychiatry, University of 
California Medical School, San Francisco, and Herrick 
Memorial Hospital, Berkeley, Calif. 
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atric care that brings about recovery. There 
is a growing tendency over the nation to 
provide more community service clinics, 
guidance centers and general hospital out- 
patient and inpatient facilities. After 35 
years’ experience in private psychiatric 
practice, I find this method of treatment 
our best means of preventing serious 
chronic mental illness, with its associated 
economic and personal drains. Money thus 
spent will ultimately solve the problem of 
overcrowded state hospitals. The present 
problem is largely one of education of medi- 
cal and hospital administrators and staffs. 


PROBLEMS IN INSTALLING PSYCHIATRIC UNITS 

The problem of installing a psychiatric 
unit in a general hospital by experienced, 
well trained personnel is not difficult. The 
problems of physical facilities and of archi- 
tectural and layout plans are easily solved. 
Most departments need little change from 
the ordinary medical or surgical units ex- 
cept for a few extra safety precautions, 
larger day room and recreational areas, 
change in nurses’ station, seclusion facilities 
for disturbed patients and private interview 
rooms for psychotherapy. 

The main problem is the orientation and 
education of community leaders, hospital 
administrators, and the general medical 
profession as to treatment of the mentally 
ill in general hospitals. Prejudice, fear and 
general misunderstanding about mental pa- 
tients and so called insane persons must be 
overcome. Psychotic patients are considered 
very disturbed people, uninhibited and giv- 
en to violence, who must be locked up. 
Actually, very few patients lose emotional 
control except for short periods and they 
can quickly be brought into control again 
by experienced, understanding personnel. 
True, many patients are out of contact with 
reality for long periods, but their external 
behavior does not require their being iso- 
lated from the average social group. Most 
of them are fearful, timid, shy, withdrawn 
or retarded and do not disturb others. 

Once the general hospital medical and 
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administrative personnel accept these facts, 
a department suited to community needs 
can be readily and economically organized. 
In my experience, most hospitals want to 
start with a very small unit, primarily de- 
signed for the temporary care of disturbed 
patients with postoperative or medical de- 
liria or suicidal ideas. Such a beginning is 
a mistake, but is better than none at all. 
Invariably the demand soon exceeds the 
bed supply, and the department has to be 
expanded if it is to be operated successfully. 
I would estimate a minimum of 20 beds, for 
economic maintenance. Some departments 
have been abandoned for financial reasons, 
but most units of 20 or more beds have 
not only paid their way but have grown 
into larger departments. 

The most important step in establishing 
a department is to obtain the services of 
competent psychiatric personnel. First, the 
chief psychiatrist or organizing committee, 
preferably with general hospital experience, 
should be chosen in order to give mature 
direction and leadership. The chief psy- 
chiatrist has the responsibility of integrat- 
ing the unit into the general hospital ; he 
must have had enough experience to work 
with all acute psychiatric syndromes and 
neurologic disorders with mental symptoms. 
He must also be able to cooperate with re- 
ferring physicians and heads of other de- 
partments and with the administrative staff. 

Next in importance is the selection of the 
nursing staff, who must be mature, emo- 
tionally stable, dedicated persons with 
postgraduate training in psychiatric nurs- 
ing. As a rule the best nurses are new 
graduates who are sent to good centers for 
postgraduate training, rather than state hos- 
pital nursing personnel. The head nurse 
must be selected with the same care as the 
chief psychiatrist. A good inservice teach- 
ing course for undergraduate nurses, in- 
terns, and psychiatric residents is also very 
important. These students stimulate and 
encourage the staff to provide the best in 
teaching and as a result better patient care. 

Planning the ward’s layout with the archi- 
tect should be the combined responsibility 
of the chief psychiatrist, nursing staff and 
hospital administrative staff. Despite the 
present trend toward open wards and the 
fact that a good many successful open units 


are now operating in this country, it is my 
personal experience that we need a fifty- 
fifty proportion of closed and open units. 
The psychiatric unit should preferably 
not be isolated and I am convinced that 
complete segregation of the sexes is not 
necessary. Any ordinary hospital wing can 
be remodeled, by the removal of suicide 
hazards, with such protection as inside 
screening of windows and locking of out- 
side doors. The department should provide 
consultation and examining offices for 
physicians and nurses. For most patients, 
semiprivate rooms are better than private 
rooms, because they need group adjustment 
at meals and activities, nor are private baths 
and utility rooms essential ; only a seriously 
ill or disturbed patient requires privacy, 
when seclusion rooms are necessary. Ad- 
ditional space includes a dining room and 
recreational and occupational therapy de- 
partments. The physical plant, however, is 
secondary to personnel in operating a suc- 
cessful department. A good psychiatric 
staff can function well with inferior equip- 
ment, whereas the best equipped depart- 
ment will be a failure with poor personnel. 
Psychiatrists in private practice associat- 
ed with general hospitals have the re- 
sponsibility of raising the level of medical 
practices and services within the walls of 
the general hospital, so that it becomes 
truly general. This means active participa- 
tion by the psychiatrists in the medical 
staff functions, county medical associations 
and other such medical activities. A psy- 
chiatrist is first of all a physician and must 
assume all the responsibilities of giving 
good medical care to his patients. No un- 
qualified practitioner should be allowed to 
care for psychiatric patients, just as no un- 
skilled doctor would be allowed to perform 
operations. Attending psychiatrists must 
have modern ideas and be able to work 
well with the professional and nursing staff. 
Rules and regulations, uniform and strictly 
adhered to, must include all nursing prob- 
lems in order to make the work interesting, 
instructive and efficient. Medical practition- 
ers should have access to the psychiatric 
department for the care of deliria, compli- 
cating medical and surgical diseases, but 
strictly psychiatric patients should be re- 
ferred to the psychiatrist. Free communica- 
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tion with other medical colleagues on the 
psychiatric service should be encouraged ; 
in our experience such consultive service 
does more than anything else to break down 
the prejudice and misconceptions concern- 
ing the operation of a psychiatric unit. 

Problems concerning economic operation, 
selection of patients, admission procedures 
and the general administration of a psy- 
chiatric department should be solved by a 
committee of psychiatric staff, nursing staff 
and administrative staff at a hospital. This 
committee should set up the necessary 
rules and regulations for a department and 
inform the entire medical staff regarding the 
need for them. In some instances legal 
opinion concerning certain legal responsi- 
bilities of the hospital and the general 
management of the department may be 
needed. 

A few departments have been established 
in various parts of thé United States and 
after some months or years of operation 
have been abandoned. I think it is extreme- 
ly important for us to learn the reasons for 
these setbacks, and I have tried to obtain 


some information beyond that of my per- 
sonal experience, which includes one or 
two interesting items. 


SPECIAL PROBLEMS 

During the mid-thirties a 13-bed unit 
for women only was opened in the Metho- 
dist Hospital in Omaha and was closed after 
several years of operation. This department, 
poorly organized to begin with, had no spe- 
cial facilities for disturbed patients. This 
made for uneconomical operation during 
the depression years in a hospital in serious 
financial straits. Also in Omaha I organized 
in 1935 a 40-bed unit at the Bishop Clark- 
son Memorial Hospital and successfully 
operated it for over 10 years. There was no 
criticism of the operation and economics 
of the department, especially during the 
depression years, when the hospital needed 
the extra revenue. However, the end of the 
war and the return of many physicians to 
private practice brought a definite short- 
age in general hospital beds throughout the 
area, and considerable resentment de- 
veloped among members of the medical 
staff because of the fact that psychiatry 
occupied almost 20% of the hospital’s bed 


capacity. At about the same time a change 
in the hospital lay administrative board 
brought strong interest in providing extra 
medical, obstetrical and surgical beds. It 
was proposed that I build a unit outside of 
the hospital along the lines of a sanatorium. 
When I refused to consider this, a reduc- 
tion in psychiatric beds was requested, de- 
spite the fact of frequent waiting lists and 
inability to care for acute emergencies. The 
hospital board finally decided to close the 
department, with a year’s notice. My entire 
organization then moved to California, 
where we set up the State’s first department 
in a private general hospital. I attribute 
the closing of the department to prejudice 
on the part of the hospital’s controlling 
board, which was somewhat hostile to the 
psychiatric service ; and to general practi- 
tioners who considered that psychiatric 
treatment was growing disproportionately 
to other departments. Here is a good ex- 
ample of poor communication between psy- 
chiatry, the general medical staff and the 
administrative board of the hospital. With 
a better relationship some means would 
have been found to expand the hospital and 
meet the needs of all departments, without 
discriminating against psychiatry and a 
flourishing department. 

St. Luke’s Hospital, in Spokane, Wash- 
ington, was another example of a successful 
psychiatric department which nevertheless 
closed about 5 years ago. According to the 
administrator who helped organize the 
unit, the state laws poorly protect hospitals 
or private physicians caring for mental 
patients. For instance, a patient who had 
asked to be released from the hospital had 
later sued the hospital for being held 
against his wishes—someone had failed to 
obtain a court order; as a result the pa- 
tient obtained a court judgment against 
the hospital. Although the sum, covered 
by insurance, was paid by the insurance 
company, the board of trustees decided 
that the hospital could not afford the in- 
surance rates and the legal risks of operat- 
ing the psychiatric unit and therefore made 
the department over into a geriatric unit. 
This was a serious setback to general hos- 
pital psychiatry in the State of Washington. 

Malpractice problems such as this one 
are a most serious deterrent to the organiza- 
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tion of psychiatric units in general hospitals. 
Far too many unjustified suits have been 
brought against psychiatrists in recent 
years. This problem seriously affects all of 
us. I know of a San Francisco hospital, in 
which legal opinions concerning potential 
malpractice problems caused a plan to be 
abandoned that had been worked out and 
otherwise approved. Accidents to psychi- 
atric patients under treatment do constitute 
a risk; the paranoid patient, for example, 
can almost always get some lawyer to take 
up his case on a contingent fee basis and 
start suit against the doctor and the hos- 
pital. The private practice section of psy- 
chiatry in the American Psychiatric As- 
sociation should study this problem and 
work cooperatively with the committee of 
the American Medical Association to obtain 
adequate legal protection. In my opinion 
there is need for change in statutes with 
respect to some of these problems. We must 
have some recourse against unjustified suits. 


HEALTH INSURANCE 


A further deterrent to successful opera- 
tion of the psychiatric unit in a general 
hospital is the discrimination against psy- 
chiatric treatment by many Blue Shield and 
Blue Cross voluntary prepayment health 
insurance plans. Without uniform coverage 
through the voluntary prepayment insur- 
ance plan for all patients sick enough to 
require treatment in an accredited hospital, 
the increasing costs of psychiatric treat- 
ment in general hospitals will hamper the 
development of such units. Without ade- 
quate coverage, families have to make 
severe financial sacrifices to keep the pa- 
tient under treatment in a psychiatric unit, 
even though the average stay is less than 
30 days. Definite improvement has taken 
place in that 77% of Blue Shield plans 
throughout the country give at least some 
psychiatric coverage. We should all pay at- 
tention to the successful Cleveland Plan, 
which for 20 years has included psychiatric 
treatment, without increasing the cost to 
the insured. We must keep on showing in- 
surance companies that they already pay 
for many episodes of mental illness under 
subterfuge diagnoses ; and we must work 
through mental hygiene organizations, in- 
dustrial unions and other lay groups to 


demand that prepayment, voluntary health 
insurance plans do not discriminate against 
mental illness. 


SUCCESSFUL UNITS 


Finally, I would like to call attention to 
a few of the successful units that have 
operated for many years in general hospi- 
tals, to the complete satisfaction of the 
boards of control, hospital administrators, 
nonpsychiatric medical staffs and private 
practicing psychiatrists. I sent a brief ques- 
tionnaire to a representative number of 
administrators of hospitals with psychiatric 
units, to obtain up-to-date information 
about the success of operation of such de- 
partments, the rates charged per day, the 
amount, if any, of Blue Shield insurance 
coverage, the advantages and disadvantages 
of these units and any important problems 
involved in operating them. I also requested 
rather full information about any known 
cases of unsuccessful operation or closing of 
a psychiatric department in a general hos- 
pital. The hospitals were selected by sec- 
tions and geographical areas to give a good 
overall view. The following is a summary 
of the information obtained : 


Galveston, Texas, St. Mary’s Hospital : Their 
charges run from $10.00 to $21.00 per day 
according to accommodation, with Blue Cross 
coverage of $10.00 per day for up to 120 days. 
Their principal problems have been the proper 
orientation of the general medical staff, the 
lack of sufficient trained personnel, and not 
enough beds to meet the demands. The ad- 
vantages include speedy consultation within 
the general hospital, willingness on the part 
of patients and families to accept treatment 
within the hospital, and improved understand- 
ing of psychiatric treatment problems by the 
patient’s relatives. The unit has proved to be 
a great teaching aid for interns and nurses ; 
e.g. the development of a shock therapy re- 
covery room with all facilities has eliminated 
the problem of complications and facilitated a 
rate of 20 to 25 treatments per day. 

Henry Ford Hospital, a completely open 
unit from the beginning with a full time medi- 
cal staff, has been in successful operation in 
Detroit for over 30 years; it charges up to 
$27.00 a day and has full Blue Cross coverage 
for 30 days. The advantages they stress are 
Blue Cross coverage, a consultation service 
within the hospital, and the preference for this 
type of treatment on the part of patients and 
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families. I would like here to give credit for 
this splendid record to Dr. Thomas Heldt, the 
organizer of this department and a pioneer 
in the field. 

Barnes Hospital in St. Louis: charges run 
from $17.00 to $26.00 per day with full Blue 
Cross coverage. They list no problems and 
stress as advantages the complete integration 
of all specialties in medicine within a general 
hospital. 

A general hospital in Chicago charges $22.00 
to $25.00 per day, with full Blue Shield cover- 
age up to 120 days. The important problems 
they list as follows : difficulty in adequate un- 
derstanding between management, including 
nursing administration, and psychiatric per- 
sonnel over specific psychatric needs. Because 
of lack of understanding, some administrative 
decisions may be made without due consulta- 
tion and may be entirely inappropriate for the 
functioning of the unit. They list a large num- 
ber of advantages : adequate care of patients 
who develop psychiatric disorders within the 
general hospital ; the educational value to the 
resident staff and attending staff, the advan- 
tages to the community for care of the mentally 
ill in an inclusive medical environment on a 
voluntary basis. Further advantages come from 
the enlightenment of families about the proper 
treatment of the mentally ill and through them 
the enlightenment of the general public and 
their confidence in the treatment methods. 
Their main problem has been the small size 
with which they started, but which it is now 
planned to expand fivefold. Most of their prob- 
lems lie within the department itself, such as 
personnel problems, and none are insurmount- 
able. 

St. Mary’s Hospital, Rochester, Minnesota : 
charges $16.00 per day, with partial Blue Cross 
coverage (amount not listed). The principal 
problems are the obtaining of adequately 
trained nursing and occupational therapy per- 
sonnel. The listed advantages are short term 
care for acute cases and help for psychiatric 
problems in a large number of hospital patients 
with other disorders. These patients are trans- 
ferred temporarily to the psychiatric unit. 
Their nurses receive more complete training 
by psychiatric affiliation. The principal prob- 
lem has been to get patients and families to 
accept the need for a closed unit. The non- 
psychiatric profession, dubious at first about 
such a unit within a general hospital, are at 
present practically all supporting it. 

Jackson Memorial Hospital in Florida : rates 
are $16.00 per day, with full Blue Cross cover- 
age. They list among problems : first, insuf- 
ficient beds to care for the needs ; second, in- 


sufficient personnel to adequately cover a full 
treatment program ; and obtaining more funds 
for construction and adequate salaries in order 
to retain skilled personnel. The advantages 
are : the treatment is given near at home, and 
there is early return of the patient to the 
community. 

Queen’s Hospital, Honolulu : charge $19.00 
per day with no prepayment voluntary health 
insurance coverage. The principal problem is 
the physical plant. Their 10-bed ward is not 
suited to the proper care and treatment of 
both disturbed and nondisturbed patients. A 
separate 4-bed unit for disturbed patients was 
recently closed as being too expensive. Some 
private rooms are also available. The principal 
problem is economic, with no support from the 
city or county or in voluntary insurance plans. 
The public in general does not understand the 
necessity for the high cost of psychiatric care. 
The principal advantages are : it avoids com- 
mitment ; it is an open unit with no bars or 
locks. 

Tulsa, Oklahoma, Hillcrest Memorial Hos- 
pital ; charges $21.50 per day, with Blue Cross 
coverage of $17.85 per day for up to 30 days. 
Their only problem is lack of space. The unit 
has been a success from the day it started ; 
it does not show a large profit but stays in the 
black ; formerly, patients had to be held in 
the county jail prior to state hospital commit- 
ment. Now patients are treated here, most of 
them recover and are sent back to their jobs 
and families without the stigma of commit- 
ment. They state, “Our success in curing pa- 
tients has been phenomenal and it is a valued 
asset within the community. We believe this 
is the proper way to care for the mentally 
disturbed patients.” 

Ogden, Utah, St. Benedict’s Hospital : 
charges $17.00 per day, with Blue Cross cover- 
age of $14.00 per day for 21 days. These pa- 
tients are said to prefer coming to the general 
hospital, where there is no stigma. This type 
of patient is often admitted to the general 
ward of the hospital anyway and it is a great 
advantage to have a department with trained 
personnel within the hospital, to give adequate 
treatment. 

Portland, Oregon, Holiday Park: charges 
from $18.00 to $24.00 per day, with Blue Cross 
coverage of $13.50 per day for 21 days. The 
important problems : higher cost of operating 
the department because of higher complement 
of trained nurses, plus premium salaries and 
incidental expenses encountered within the de- 
partment. The established rates do not cover 
expenses except with a 90% occupancy. Due 
to fluctuating census, the revenues do not 
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meet the departmental operating expenses. The 
principal advantages are a service valuable for 
experience of rotating medical interns and resi- 
dents within the department; a community 
service not provided elsewhere in the area ; and 
the recovery in the majority of acute cases 
within a few weeks’ time. 

A hospital in Kansas failed to give much 
information ; apparently the hospital adminis- 
tration is critical of the operation of the psy- 
chiatric department. Economics are stated to 
be very serious ; too many long-stay patients 
awaiting transfer to state hospital hamper 
treatment programs. Their problem is appar- 
ently different from the usual private hospital 
in having to hold patients for transfer to public 
hospitals. 

Des Moines, Iowa, Des Moines Methodist : 
rates are $19.00 per day with full coverage by 
insurance for 30 days. The problems are : in- 
sufficient number of psychiatrists ; some diffi- 
culty in finding suitable staff. The advantages 
are : facilities within the city for treatment of 
acute cases; proper setting for treatment ; 
easy transfer from other departments; in- 
creased scope of hospital service to, communi- 
ty ; removal of stigma often attached to mental 
hospitals. Closing of the department “is un- 
thinkable.” 

Jefferson Hospital, Philadelphia: rates are 
$19.00 to $25.00 per day with Blue Shield 
coverage of $19.00 per day for 3 weeks. Nu 
important problems, only the lack of space 
for expansion. Advantages are rapid return of 
patients to community, avoiding commitment 
to state hospitals. 

Herrick Memorial Hospital, Berkeley : 
charges $25.00 per day with no Blue Shield 
coverage. We have had our problems. Since 
we established the first unit in a private general 
hospital in California, in pioneering we have 
had to overcome many obstacles. Medicolegal 
problems have been number one. For 26 years 
prior to coming to California my group never 
had a malpractice suit. In the past 10 years 
we have had to defend suits for such things 
as suicide, suicidal attempts causing fractures, 
“wrongful death,” patients held in hospital 
demanding release, and threats of many others 
never brought to trial. The total lack of in- 
surance coverage for our patients has been a 
most serious drawback to carrying out the 
needed hospital treatment, forcing many pa- 


tients to premature outpatient treatment or 
commitment to state hospitals. 


We have not been very successful in find- 
ing hospitals that might have closed out 
their departments. The American Hospital 
Association stated that it has no information 
on the closing of such units. The letter 
pointed out “the growing trend to establish 
psychiatric units in general hospitals rather 
than the reverse and there is a great deal of 
interest among all hospitals throughout the 
nation on the subject.” 


SUMMARY 

Any hospital interested in planning a 
psychiatric unit could obtain from the ad- 
ministration of any one of these hospitals 
or the chief of psychiatry, complete informa- 
tion which could be used to reassure the 
hospital medical staff and lay board. The 
establishment of a psychiatric unit is com- 
pletely feasible and it can be operated suc- 
cessfully with a minimal difficulty to the 
hospital. 

It is our responsibility to educate all 
concerned with the management of general 
hospitals that these units increase the in- 
stitution’s usefulness and value to the com- 
munity, enrich its training program for in- 
terns, nurses and staff doctors, and open 
up new research vistas. Besides all this, the 
hospital becomes truly a general hospital, 
a term misnomer as long as it excludes one 
of the commonest of all disorders. 

The facetious remark that what America 
needs is a good five dollar psychiatrist 
should be interpreted as a challenge. All 
general hospitals from now on must pre- 
pare to take over complete treatment of 
acute mental illness. All psychiatrists should 
become crusaders and move into general 
hospitals to take their proper role in this 
new era of medicine. 
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In this country we have made great prog- 
ress in creating new facilities for psychia- 
tric outpatient treatment. Generally these 
clinics operate with long term psychother- 
apy as their major treatment plan. Soon 
after the clinic is established, a familiar 
pattern asserts itself: the overwhelming 
demand for service quickly gluts up the 
lines which feed into the clinic from the 
community(1). With the subsequent 6-12 
month waiting list and the need for pre- 
cise scheduling of patients, the clinic loses 
any ability to deal with the earliest mani- 
festations of mental illness, at the time 
when we can probably be most helpful, i.e., 
during the crisis situation before the psy- 
chiatric illness has been incorporated 
deeply into the personality. 

In order to treat patients when they 
most need help, the psychiatric clinic must 
preserve for itself a large area of flexibility ; 
it must create an administrative system 
whereby people can walk into the clinic and 
have an appointment with the psychiatrist 
that day. The psychiatrist who sees the pa- 
tient must have the scheduling flexibility to 
see the patient whenever necessary during 
the critical period. Furthermore, the clinic 
should devote considerable effort to de- 
velop techniques for its “emergency psy- 
chotherapy” which will be quite different 
from those used when more time is avail- 
able to the patient and therapist. 

When the psychiatric department was 
formed at the Bronx Municipal Hospital 
Center several years ago, it was decided to 
devote considerable attention to this area 
of mental health where we are so deficient, 
by creating a special service. This service 
was formed by taking a few hours from 
each resident’s day. By staggering these 
hours we are able to provide a 24-hour 
service which sees all psychiatric patients 


1Read at the 114th annual 
American Psychiatric Association, 
Calif., May 12-16, 1958. 

2 Department of Psychiatry, Albert Einstein School 
of Medicine, Bronx Municipal Hospital Center, N. Y. 
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who enter the hospital. This “emergency 
service” can then either refer the patient 
for inpatient or outpatient treatment or can 
continue treatment on emergency service 
time. In short, patients are seen immedi- 
ately under conditions which permit early 
diagnosis and treatment. The remainder 
of this paper will deal with areas in which 
we believe we offer unique help to the 
mental health problems of our community. 


EMERGENCY PSYCHOTHERAPY 


One of our original assumptions was that 
a great many psychiatric problems exist 
which need only 1 to 5 psychotherapeutic 
sessions for a significant kind of help. Our 
definition of this type of therapy is the fol- 
lowing : a dynamically oriented supportive 
psychotherapy utilizing various therapeutic 
manoeuvres to restore a person’s pre- 
viously effective defensive structures. In 
our clinic, emergency psychotherapy be- 
gins the moment the patient’s situation 
is assessed and the psychiatrist feels that 
this is the optimal form of therapy. 

The patients whom we generally treat as 
emergency cases are those who have shown 
some form of acute neurotic or psychotic 
decompensation. While many such patients 
may have to be referred to other forms of 
care, there remains a large group for whom 
brief psychotherapy is indicated. We feel, 
as does Querido(2), that psychiatric hos- 
pitalization has so many aspects detrimen- 
tal to the patient (loss of social self, loss of 
family contact, and the tendency to further 
regression) that wherever possible we try 
to avoid this by emergency outpatient 
treatment. 

Reinforcing a patient’s previously exist- 
ing defensive structures may be accom- 
plished in many different situations and by 
using widely varied techniques(3). 


T., a 38-year-old divorced houseworker was 
brought into the emergency clinic following a 
suicidal attempt. She had taken 6 to 10 sleep- 
ing tablets following a double catastrophe : she 


; 
: 
f 
; 
ise 
‘ 
| 
= 
| 
| 
> iy 


1959 ] 


M. DONALD COLEMAN AND ISRAEL ZWERLING 


981 


had been fired from her job of taking care of 
children to whom she was devoted ; and her 
boy friend, “the first man who ever gave me 
a Christmas present”, left her. Depressed, but 
not severely enough to require hospitalization, 
she could be followed closely on an outpatient 
basis. The resident psychiatrist was impressed 
by the ego resources this girl had shown until 
now in spite of a deprived early life as a 
severely abused orphan. In the past, her ability 
to work hard and effectively, and caring for 
children in her housework jobs had been her 
chief defense against depression. She gave to 
these children what she had never received 
herself. It is noteworthy that the psychiatrist 
involved was female and felt not only sym- 
pathy, but a genuine respect for this girl. Dur- 
ing the first interview, the psychiatrist decided 
it would be appropriate to tell the patient how 
much she had personally been moved by the 
story ; not to sympathize with the deprivations, 
but with the patient’s courage in overcoming 
them. This was her basic attitude in the suc- 
ceeding interviews while the patient was al- 
lowed to ventilate about her life and the crisis 
that preceded the suicidal attempt. 

A second decision made in the first inter- 
view was to advise the patient to get a job 
that offered security, human kindness and re- 
sponsibility towards children as soon as pos- 
sible. In short, to return to her previous type 
of employment. The patient was encouraged 
to spend the night with a girl friend. The de- 
pressed affect lifted after each interview. By 
the end of 5 interviews, the patient had se- 
cured a congenial housework job among 
friendly people and told the therapist that she 
felt like herself again and that further inter- 
views would not be possible because of her 
work schedule. 


What had the therapist done? In essence 
she had permitted some mourning work to 
be done under circumstances which were 
calculated to prevent further regression 
by emphasing the patient’s traditional 
strengths. The patient was gratified by the 
advice and respect of the female therapist, 
but in such a way that her own self-respect 
as an adult was increased, not diminished. 
With this she had a clear road back to her 
previous state of ego functioning. We can 
only speculate what might have happened 
to this patient if she had been hospitalized 
or her therapy had allowed greater latitude 
for regression. 

F., a 26-year-old white married housewife, 
came to the emergency clinic in a near panic 


state because of obsessions that she had devel- 
oped about her son, 7 weeks old. These were 
initially centered around the fear that the baby 
was retarded, but lately she had developed a 
fear that she might throw the baby out of the 
window. The therapist who saw her the first 
time felt that her anxiety was so great and 
her ego so crippled that she was entering into 
a postpartum psychosis. Among the relevant 
factors in her history uncovered at this time 
were : 1. Obsessional patterns of dealing with 
the world, including great ambivalence and 
thought omnipotence ; 2. Many realistic rea- 
sons why she wouldn’t have wanted this 
(third) child. Most of the latter centered 
around her husband's recent series of accidents 
which now made him unemployed. Indeed, a 
major accident which happened to her husband 
in the first month of her pregnancy, she at- 
tributed to her being angry with him that 
morning and omitting her usual ritual of tell- 
ing him to be sure to take care of himself. 

The psychiatrist in this case decided on a 
course of therapy in which the following 
points were to be emphasized: 1. Fears that 
the baby was retarded would be reality tested ; 
2. The patient would be given some insight 
into her negative feelings about the baby with 
some reassurance that these feelings were 
understandable under the circumstances and 
not shocking ; 3. This would be reduced to a 
formula for the patient to “understand” the 
obsession. We were not aiming at a true 
understanding here—almost the reverse: the 
erection of an intellectual defense to enable 
better control of the feared wish ; 4. In each 
interview the therapist would clearly spell 
out the difference between a wish and an 
action. Concurrent with this the patient was 
given Thorazine and, when told of her sched- 
ule of appointments, it was emphasized she 
could also return whenever necessary. In the 
course of the next 5 appointments the patient’s 
anxiety diminished and her obsession disap- 
peared. Follow up 3 months later revealed the 
patient to be mildly nervous and over-protec- 
tive of this child ; otherwise, she had no com- 
plaints. 

In other cases of this nature it has been 
found to be of enormous relief to the pa- 
tient if spontaneous expressions of the 
positive side of the ambivalence towards 
the child can be skilfully elicited and then 
pointed out. Also, statements which help 
the patient to maintain the ego alien quality 
of the obsession (“this frightening idea that 
comes to you”) can be helpful at times. 
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We have been struck by the frequency 
with which we see this type of postpartum 
reaction. We have the definite impression 
that this reaction is more common in the 
community than is generally realized. If 
this is so, it follows that the “spontaneous” 
cure rate is very high and suggests the pos- 
sibility of examining the mechanism by 
which these “spontanteous” cures operate. 
During the operation of our clinic we have 
been impressed that this situation exists in 
the area of psychosis in general, i.e., psy- 
chotic decompensations are more prevalent 
and self limited than previously thought. It 
seems very likely that the psychiatrist can 
do things which aid the forces already in 
the patient tending towards recovery or he 
can urge upon the patient a therapeusis 
that demoralizes these forces. 

Frequently certain unpredictable quali- 
ties of the patient-doctor relationship ap- 
pear to be responsible for dramatic changes 
in the patient's status. 


In one memorable instance a 29-year-old, 
twice hospitalized schizophrenic male came in 
almost totally incoherent and disorganized by 
anxiety. At first the resident felt that imme- 
diate hospitalization was mandatory. As the in- 
terview progressed and he understood the pa- 
tient better he realized that the crisis in this 
man’s life was the fact that he had just been 
told his wife was pregnant. In the absence of 
material as to why this should be so stressful, 
the resident responded (truthfully) that he 
too had just been told his wife was expect- 
ing a baby and it was no easy thing for a man 
to adjust to. The patient responded to this 
with considerable warmth and clarity. At the 
end of the interview the resident decided to 
follow him on an outpatient basis with the 
aid of tranquilizers. The patient was seen a 
number of times in the next few weeks and 
followed at monthly interviews during his 
wife’s pregnancy, always with the common 
problem kept in the foreground. After the sec- 
ond interview he went back to his job and 
apparently was able to borrow some ego abili- 
ties from the therapist, since both survived the 
termination of their wives’ pregnancies. 


In this case as with many others, once the 
acute period is over, the patient can be 
followed by the emergency clinic at longer 
intervals. Many patients may be carried in 
this manner for the rest of their lives. For 
others, the knowledge that they can im- 


mediately return whenever necessary to a 
place where their problems are understood 
gives them the ability to carry on. Further- 
more, it means that the families of these 
patients can tolerate more aberrant be- 
havior without becoming over-anxious and 
creating new unhealthy pressures on the 
patient. 

In passing we wish to note that this form 
of therapy is extremely demanding of the 
psychiatrist. It takes a fair amount of ex- 
perience with patients and a wide knowl- 
edge of dynamic principles in an anxiety- 
free therapist to enable him to make the 
rapid judgments and the therapeutic 
maneuvers necessary for successful emer- 
gency treatment. Some residents who have 
their own private conception of the analytic 
model tend to resist a form of therapy that 
calls for greater activity on their part. In 
our clinic this therapy is only performed 
by third-year residents and fourth-year fel- 
lows. 


OUTPATIENT EST 


At any given time we have about 8 to 12 
patients who need EST and who can have 
this form of therapy and remain in an out- 
patient status. Although this is part of the 
emergency service, at present we feel that 
it has not been organized in the best pos- 
sible way. It would seem that social 
efforts, which would make it possible for 
more patients who are not suicidal risks 
to stay at home and receive treatment as 
outpatients, should be pushed more exten- 
sively. Such efforts would focus on arrang- 
ing for transportation and baby sitters on 
the treatment mornings, and home care. We 
also think that an open-end group of O.P.D. 
EST patients should be formed in the 
future. 


CONSULTATION FOR SOCIAL AGENCIES 


One of the most valuable services that a 
clinic such as ours can offer is immediate 
consultation to the various social agencies 
in the area. Here we feel we are function- 
ing as a “back stop” for the social agencies. 
Not only do they send cases for whom they 
want advice on procedure, diagnosis, ap- 
propriateness for case work, etc., but they 
send us persons whom they may have in 
case work and about whom the social 
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worker is feeling anxious. A typical con- 
sultation of this sort would be for evalua- 
tion of a patient who, during the course of 
case work, has mentioned suicide. Gener- 
ally we find that the suicidal danger is not 
as great as the social worker feared. The 
mere fact that the social agencies know that 
immediate psychiatric consultations are 
available enables them to tolerate much 
more anxiety about their patients and help 
a wider range of cases than was formerly 
possible. Even agencies which have their 
own psychiatric consultants feel the need 
for emergency consultations and it is by 
no means unusual for a social worker in 
these agencies to direct the patient to us 
immediately after her casework interview 
because the social worker wanted help at 
that moment and felt she could not wait 
for her own consultant 


FOLLOWING CHRONICALLY ILL PATIENTS 


Many patients are followed by the emer- 
gency clinic on a highly irregular basis 
which would not be possible if our out- 
patient department were rigidly organized. 
These patients simply drop in perhaps 
once every month or two to renew pre- 
scriptions and maintain contact with their 
doctor. The continuing contact with the 
same doctor is of great help in enabling 
them to carry on in the community. In this 
category. fall many of our chronic ambula- 
tory schizophrenics. Because of the great 
scheduling flexibility of our clinic, these 
visits can be determined by the varying re- 
quirements of the chronic schizophrenic 
patient and not by the clinic needs for pre- 
cise scheduling. When this patient goes 
through a crisis period he knows he may 
come in more frequently for help, always 
seeing his original doctor and not a new 
one each time. If the situation becomes 
acute, he knows he can be seen on an emer- 
gency basis day or night, and this knowl- 
edge is as valuable as any tranquilizer. 
Incidentally, we find that the service is 
seldom abused. As the patient’s condition 
improves, he resumes his more widely 
spaced contact with his doctor. 


SCREENING FUNCTION 


All patients who come to the Bronx 
Municipal Hospital Center and who ask to 


see a psychiatrist or are referred by an- 
other outpatient clinic, are initially seen by 
the emergency service. Our patient vol- 
ume has increased fourfold in the past 
18 months. During the past 6 months we 
saw 1,816 new patients in the emergency 
clinic. 

One of the most interesting observations 
we have made is that we are sending 
slightly less than 10% of the patients we see 
on to long term psychotherapy, (151 out 
of the 1,816 new patients), and we have 
almost no waiting list for such treatment, 
(30-40 patients), whereas with our total 
clinic volume we might have expected a 
waiting list of close to 600 in the last 6 
months. A full year at this rate and our 
waiting list would be closed indefinitely, as 
is so frequently the case in other clinics. 

This has not happened to us because we 
are able to offer a broad range of out- 
patient therapies to the other 90%. Except 
for long term character problems, these 
people are not “screened out”. On the con- 
trary we feel that they are getting a more 
appropriate form of psychiatric help and 
are getting it at the time they need it most. 
It is our feeling that this has frequently 
made it unnecessary to resort to the more 
extensive forms of inpatient and outpatient 
treatment. 

A vivid demonstration of how effective 
our emergency service is in this respect, 
came to us during June of last year, when 
half of our residents were on vacation. 
Those that remained were swamped with 
the burden of the same patient volume. 
During that month our referrals to long 
term psychotherapy were 25; on an aver- 
age month previously we referred 12-13 pa- 
tients to long term psychotherapy. It seems 
clear that when prompt brief treatment is 
not available, other longer and more ex- 
tensive treatments will be used. 


SUMMARY AND CONCLUSION 


An emergency psychiatric clinic has been 
established at the Bronx Muncipal Hospital 
in which patients are seen on a 24-hour 
basis and which offers immediate treat- 
ment as well as referral. The objective of 
this clinic has been to reduce the barriers 
between patient and psychiatrist by making 
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it as easy as possible to see a psychiatrist 
at the time he is most needed. We feel this 
type of clinic offers a more flexible approach 
to psychiatric problems than is possible in 
most existing outpatient departments where 
therapy is too often determined by the 
clinic structure rather than the patient's 
needs. 

The major areas where this clinic can 
be of unique help are discussed, with par- 
ticular emphasis on emergency psycho- 
therapy. This is a form of brief therapy 
instituted immediately in many acute neu- 
rotic and psychotic decompensations. Here 
is an area which the traditional psychiatric 
outpatient clinic ignores, overlooking the 
possibility that the therapeutic rewards for 
prompt and appropriate intervention may 
be greater at the moment of crisis than at 
any time thereafter when the patient is 
totally decompensated and perhaps hos- 
pitalized. 

The techniques by which we attempt to 
restore the previously existing defensive 
structures of our patients have been dis- 
cussed. These techniques are constantly 
evolving. While our experience confirms 
the original assumption about the value of 
emergency psychotherapy and the efficacy 
of some of our therapeutic techniques, we 
are aware that the problem of proper scien- 
tific evaluation will be with us for many 
years to come. Complicating our evaluation 
will be our definite impression that there 
are many more cases of acute neurotic and 
psychotic decompensation in the communi- 
ty than we had previously thought, and 
many are resolved without recourse to a 
doctor. If this last observation is correct, 
it opens to us some interesting questions 
about the resources these patients use in 
themselves or others to promote their re- 
turn to their previous level of functioning. 


This type of clinic allows great flexibility 
in providing follow up care where continu- 
ous patient-doctor contact, however brief 
or intermittent, is helpful. Many cases of 
chronic ambulatory schizophrenia fall into 
this category and their ability to live in 
the community is reinforced in many ways 
by caring for them in a program which is 
geared to their changing needs rather than 
the clinic administrative set up. 

We also help to “back stop” the com- 
munity social service agencies by providing 
immediate consultations for their emer- 
gencies, thereby extending the social 
agencies’ willingness to cope with a broader 
range of community mental health prob- 
lems. 

Because we are able to offer a wide 
variety of immediate outpatient help, we 
find it is not necessary to refer as many 
patients to long term psychotherapy. We 
now have a very small waiting list for such 
treatment. 

The organization of our emergency psy- 
chiatric service is adaptable to other large 
psychiatric outpatient organizations. We 
feel that it merits adoption because it more 
closely fits the varying needs of many types 
of patients and tends to meet these needs 
at the optimal time. 
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REPETITION OF VERBAL SIGNALS : 
BEHAVIOURAL AND PHYSIOLOGICAL CHANGES * 


D. EWEN CAMERON, M.D., LEONARD LEVY, M.D., L. RUBENSTEIN anp 
R. B. MALMO, Pu.D.? 


We are reporting the results of an in- 
vestigation of the effects of repetition upon 
certain personality characteristics, namely, 
the self concept, attitude and the ability to 
form relationships. We are also reporting 
the effects of repetition on physiological 
function, namely, on ear temperature 
levels. 

Repetition of experience is an excep- 
tionally powerful force with respect to the 
modification of behaviour. It derives its 
power from the no less exceptional tend- 
ency for behaviour to undergo modification 
in consequence of experience. 

We have already reported studies of the 
effects of short term repetition of verbal 
signals derived from the patient’s own com- 
munication(1, 2). Since the results ob- 
tained are determined by the content of 
the signals, we began to study the effects of 
signals designed by ourselves on the basis 
of our knowledge of the patient’s dynamics 
rather than continue to depend upon ex- 
tracts from his communication. We also de- 
termined to greatly extend the period over 
which the patient is exposed to repetition. 
A preliminary report of the effects upon a 
group of schizophrenic patients is in press 
(3). Finally we have expanded our initial 
studies(4) upon the effects of repetition of 
verbal signals on physiological function. 


CASE MATERIAL 


Behavioural Studies : 

A core group of 8 chronic psychoneurotic 
cases was used, the duration of illness 
ranged from 4 to 25 years and the ages of 
the patients from 21 to 51. All had had 
extensive but unsuccessful treatment by 
other methods (Table 1). In addition a 
group of 7 illustrative cases was selected 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 From the Allan Memorial Institute of Psychiatry, 
McGill University, Montreal, Can. 

This work was carried out with the assistance of a 
grant from the Society for the Investigation of Human 
Ecology. 


(Table 2), which was designed to show the 
effects of certain aspects of repetition rather 
than to study repetition as a whole. 


Physiological Studies : 

Studies of the effects of repetition on ear 
temperatures were carried out on 13 pa- 
tients—5 schizophrenic, 5 psychoneurotic 
and 3 controls. 


PROCEDURE 
Behavioural Studies : 

1. Pre and post testing: We early 
recognized that no single test procedure is 
adequate to give a full or completely reli- 
able picture of the changes which take 
place in consequence of exposure to repeti- 
tion. For this reason we carried out the 
following checks :— 

Physiological Studies : 

The ear temperatures were estimated by 
a resistance thermometer 3 times daily for 
a control period of 7 days ; recordings were 
continued during the exposure to repeti- 
tion, which lasted for an average of 7 days, 
and during post-repetition for an average 
of 7 days ; two patients were recorded for 
an extended period without exposure to 


repetition. 
PREPARATION OF PATIENT 


Three procedures have been found ef- 
fective in the following order : 

(a) Prolonged sleep (30 to 60 days) 
with concomitant repetition starting on the 
second day. 

(b) Prolonged sleep with intensive ECT 
was used wherever pathological behaviour 
was strongly structured, e.g., in delusional 
and hallucinatory syndromes(5) and in ob- 
sessive-compulsive cases. 

(c) Controlled bromide delirium with 
repetition starting at the onset of delirium 
was less effective. 


PREPARATION OF VERBAL SIGNALS 


Behavioural Studies : 
The verbal signals were set up on the 
basis of : 
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(a) the dynamics of the patient—par- 
ticularly of his repressed constructive action 
tendencies ; 

(b) the patient's picture of his ideal self 
as reported in the Qsort test. 

The first set of verbal signals employed 
was usually qualified. Later as resistance 
to repetition decreased the statement usual- 
ly was replaced by one which was un- 
qualified, e.g., “most people like you” was 
changed into “all people like you.” 

The vocal attitude, sex and language 
eliciting most acceptance of the signals 
were selected individually for each patient. 
The following is a statement employed with 
an insecure man with marked feelings of 
inadequacy and underlying hostility :— 
“People like you and need you. You have 
confidence in yourself. People appreciate 
you and turn to you because of your value.” 
An example of a statement used with an 
individual who had marked feelings of 
guilt over her own hostility is as follows : 


—“I like to mix with people, but when I am 
mad I can hurt their feelings and they like 
me anyway.” 


Physiological Studies 

A statement that the cooler ear would 
become warmer and the warmer ear cooler 
was set up. 


APPLICATION OF REPETITION 


Repetition was achieved by having the 
verbal signals put on a continuous tape and 
played for approximately 16 hours daily. 
The content and the presentation of the 
signals was changed from time to time as 
circumstances required. 


REINFORCEMENT 


This took the following forms : 

1. The nurse asked the patient to repeat 
and to indicate his degree of acceptance of 
the verbal signals every 2 hours if awake. 

2. The staff reinforced the verbal signals 


TABLE 1 


Diagnosis 


Duration 
of 
Symptoms 


Age Prior Treatment 


reaction 
features 
psycho- 


Chronic anxiety 
with conversion 
000-X01 (mixed 
neurosis ) 


psychotherapy ; sedatives ; 
tranquilizers ; sub-coma in- 


sulin. 


24 yrs. 


reaction 
features 
psycho- 


Chronic anxiety 
with conversion 
000-X01 (mixed 
neurosis ) 


psychotherapy ; sedatives ; 
sub-coma insulin; ECT; 
nitrous oxide; tranquiliz- 
ers. 


reaction 
features 
psycho- 


Chronic anxiety 
with conversion 
000-X01 (mixed 
neurosis ) 


tranquilizers ; psychothera- 
py and casework. 


reaction 
features 
psycho- 


Chronic anxiety 
with conversion 
000-X01 (mixed 
neurosis ) 


sedatives ; tranquilizers ; 
sub-coma insulin ; psycho- 
therapy. 


Obsessive compulsive neu- 
rosis 000-X05 


sedatives ; tranquilizers ; 
ECT ; psychotherapy. 


Obsessive compulsive neu- 
rosis 000-X05 


psychotherapy; ECT; sed- 
atives ; tranquilizers ; sub- 
coma insulin. 


Obsessive compulsive neu- 
rosis 000-X05 


sedatives; tranquilizers ; 
psychotherapy; ECT; sub- 
coma insulin. 


Obsessive compulsive neu- 
rosis 000-X05 


sedatives ; tranquilizers ; 
ECT ; non-convulsive ther- 
apy; psychotherapy; sleep. 
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Case Sex 
: 
— 2 F 38 6 yrs 

| 
3 F | 28 | 6yrs. 
‘ 
4 F 21 7 yrs. 
5 | 5 | 255s | 
— 


CAMERON, LEVY, RUBENSTEIN, AND MALMO 


TABLE 2 


Duration 
of 
Case Diagnosis Sex | Age | Symptoms Prior Treatment 

32 yrs. 
Schizophrenic reaction F 

1 
Schizophrenic reaction, 31 Sy Nil 


2 paranoid type 000-X24 


3 Obsessive compulsive neu- 
rosis 000-X05 


M | 28 | 13 yrs. 


psychotherapy, sedatives, 
tranquilizers. 


1) Inadequate personality 
000-X01 

4 2) Secondary alcoholism 

000-X641 


M | 40 | 20yrs. 


sedatives, barbiturates. 


5 Schizophrenic reaction, 
paranoid type 000-X24 


F 43 | 8 mths. 


Nil 


Schizophrenic reaction, 
6 chronic undifferentiated 


000-X26 


M | 35 | 10yrs. 


tranquilizers, ECT, coma 
insulin, sedatives. 


1) passive aggressive per- 
sonality, aggressive 

7 type 000-X52 

2) Petit mal epilepsy 930- 

X07 


F | 29] 6yrs. 


psychotherapy, tranquiliz- 
ers, ECT, anticonvulsants, 
sedatives. 


TABLE 3 


Pre-repetition 


During Repetition 


Post Repetition 


History : including 
personality description, 
description of symptoms, 
description of dynamics, 
description of dreams ; 

Recordings 

~analysis of voice ; 
Movies 
Psychological Tests 
—Qsort : by patient, 
by close relative ; 
Rorschach, 
General and routine psycholog- 
ical tests, 
Finger paintings, 
Figure drawings ; 
Social Service 
—description of home relations ; 
description of work relations ; 

Nurses’ Notes 

—patient’s flow of talk ; patient’s 
description of relatives, of 
other patients, of staff, of visi- 
tors ; 

Mental Status 

Sodium Amytal and Desoxyn 

Interviews 


Nurses’ Notes 
-general activity, actual quota- 
tions of patient’s statements ; 
patient’s attitude towards 
voice ; incontinence ; degree 
of orientation ; description of 
hallucinatory or delusional ac- 
tivity. 
Doctors’ Notes 
-degree of orientation; con- 
tent of hallucinatory and de- 
lusional activity ; patient’s way 
of dealing with the voice :- 
acceptance 
distortion 
projecting 
ignoring 
orientation 
nature of emotional responses ; 
description of evolution of 
attitude towards voice 
Movies and voice recordings 


Repeat all pre- 
repetition items in 
column 1. 
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by suggesting to the patient that he was 
showing the desired changes. 


RESULTS 


Behavioural Studies : 

To present the extensive information re- 
corded we set up 3 questions : 

1. Did changes occur during exposure 
to repetition, which could be ascribed only 
to the verbal signals used ? 

Yes, they appeared in two forms : (a) In 
the verbal acceptance by the patient of the 
signals—this appeared in all core cases, 
save one in which the acceptance was 
limited, but it appeared in all the illustra- 
tive cases. 

(b) In the acting out, by the patient, of 
the content—this appeared in all core cases 
except one, but it appeared in all the il- 
lustrative cases. 

In those patients, who had been depat- 
terned, these changes appeared either at 
once or within 3 weeks after repetition had 
been started. They appeared from 2 to 5 
weeks after the commencement of repeti- 
tion in those who had not been depatterned. 
In all save one of the core cases in whom 
acceptance persisted from the very outset, 
patterns of acceptance, rejection and re- 
acceptance followed each other. The ex- 
planation of this is still being worked out. 
It does not depend upon the repetition 
since phases of hostility and acceptance 
towards the environment as a whole have 
appeared in patients who were not being 
exposed to repetition. 

As an example of acting out the content 
of the verbal signals we may refer to one 
of the core cases who was exposed to the 
repetition of the following set of signals :— 
“People like Margaret. They like her be- 
cause they feel that deep down she is 
really warm, friendly and affectionate and 
Margaret is beginning to reach out to 
people with more and more confidence.” 
Within a few days the patient was noted 
to be touching people’s hands. After about 
10 days of exposure to the repetition she 
would put her arm around people when 
they were sitting near her bed and after 
two weeks she would get up if she was hav- 
ing her meals and put her arms around 
both men and women. She was very friend- 
ly, loving and warm. 


2. The second question we asked was, 
did acceptance carry over into the im- 
mediate post-repetition period ? 

The answer is yes. This was shown : (a) 
in the original check procedures which 
were now repeated ; 

(b) by observing the degree of acting 
out of the particular verbal signals which 
had been used. 

In the 7 core cases which have been re- 
tested thus far, 6 showed positive evidence 
of pickup. The shifts in the Qsort test with 
respect to the self and unhappy self are 


TABLE 4 


Data FROM QsorT CORRELATIONS 
vs. Unnappy SELF 


Post Repetition 
Test (2) 
+0.49 °° 
+0.46 
+0.20 
+0.29 ° 


Pre-repetition 
Test (1) 
+0.79 °° 
+0.77 °° 
+0.59 
+0.76 
+0.85 
+0.70 °° +0.14 
+0.41 °° +0.17 


* —-significant beyond the .05 level 
** —-significant beyond the .01 level 


shown on Table 4. All save one moved 
in the predetermined direction. 

Examples of acting out are furnished by 
several patients. One core case stated with- 
in a few days after repetition had been 
stopped, “I am different. I have a different 
outlook on life to what I had before I 
came into hospital. I am ambitious and 
know what I want to do. Before I came in 
I was confused.” The verbal signals which 
had been used in her case for a period of 
58 days had contained the statement :— 
“You are sure and confident of yourself.” 
A case from the illustrative group in whom 
the verbal signals had been in terms of 
self-assertion and confidence and who had 
previously been an obsequious and passive 
type of person, became so aggressive and 
assertive in the immediate post-repetition 
— that we had difficulty in managing 

er. 

Another patient from the illustrative 
group was a man who had shown schizo- 
phrenic symptoms for 32 years and had 
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been belligerently paranoid for 8 years. 
After exposure to verbal signals stating :— 
“Walter is happy and contented. Walter 
thinks of things the same as his neighbours 
do. Walter gets along with people and is 
warm and friendly with them,” he became 
warm and friendly as unanimously reported 
by friends and staff. His delusions had 
disappeared, a fact that we cannot ascribe 
to the verbal signals but rather to the 
sleep and depatterning for they returned 
about two months after treatment. However 
he still remained warm and friendly and 
continued to do so throughout the period 
when electroshock was re-instituted to rid 
him once more of his delusional ideas. 

3. The third question we asked was, did 
changes persist beyond the immediate post- 
repetition period ? This period was pro- 
visionally fixed at 2 weeks, the time taken 
by most patients to recover from sleep 
therapy confusion. 

The answer is yes, this could be shown 
in 2 ways : (a) through repeated retest and 


TABLE 5 


(b) through continual observation of the 
degree of acting out. 

Of the 8 core cases, 7 have passed be- 
yond the post-repetition period. Of these 7, 
evidence of the persistence of the per- 
sonality change can be seen in 6 cases. In 
all save one, the changes are in diminishing 
degree. In one patient the original symp- 
toms have returned in such severity as to 
completely obscure any evidence of the ef- 
fects of repetition and he has had to be 
returned to treatment. 

Six of the illustrative cases have passed 
beyond the post-repetition phase. Changes, 
ascribable to repetition, can be seen in 5 of 
them. In the sixth case repetition was 
carried out without depatterning or without 
exposure to sleep. The patient was an ex- 
tremely advanced chronic schizophrenic. 
Changes produced in him faded out after 
2 weeks. 

Three of the illustrative cases have been 
followed for over a year and the effects of 
repetition can still be seen in them. In one 


Time of day - 8 p.m, (all cases) 


Before 


Controls 


THE EFFECTS OF VERBAL REPETITION ON THE TEMPERATURE DIFFERENCES BETWEEN EAR LOBES 


Positive = right ear dominant . 
Negative = left ear dominant - 


Arrows indicate direction 


of stimulus ngu 
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Each bar represents the reeulte of a seven day period 
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of them, effects have been quite exception- 
al, so that her friends, as well as her hus- 
band, describe her as a changed person. 
She is independent whereas previously she 
was dependent. Her attitude has changed 
remarkably—she now describes herself as 
finding interest in things which she never 
found interesting before, in wanting to read 
books which she had never wanted to read 
before, in wanting to go out and meet 
people where previously she had retired 
from them. Another core case, unmarried 
and in her middle 40s had always been 
shy and ill at ease with men. Her verbal 
signals contained the statement that she 
was “becoming easier and more friendly 
with men and liked their company and 
could trust them.” After exposure to repeti- 
tion for 27 days, the patient was actually 
flirtatious and remained so for 3 months. 


Physiological Studies : 

Temperature studies have now been 
completed on a series of 10 investigative 
and 3 control patients. The results are 
summarized in Table 5 in the form of a 
bar graph. Each bar represents the mean 


temperature differences recorded over a 7 
day period. The 3 controls all show, save 
for one minor exception, that dominance of 
the ear remains constant. In contrast, repeti- 
tion brings about the required reversal or 
a paradoxically produced augmentation of 
the existing dominance in all save one of 
the investigative cases. It was also noted 
that cessation of repetition also regularly 
brings about change whether direct or 
paradoxical. This change cannot be cor- 
related with the imperative of the verbal 
signal nor can it be correlated with the 
attitude of the patient towards that im- 
perative. The major significance of this use 
of repetition is the possibility which it 
opens up of structuring the personality and 
of modifying physiological function. 


Discussion 

Two related matters merit special dis- 
cussion. First is the very considerable re- 
sistance shown by the patient to changing 
his behavioural patterns. The second is the 
no less marked tendency for changes pro- 
duced by repetition to fade out. 

As a means of exploring the resistance to 
change we have set up 2 working premises. 


The first is that the ongoing self possesses 
inhibitory powers with respect to all action 
tendencies which are at variance with itself 
and hence threaten the continuity of the 
self. 

A study of the communications of pa- 
tients under exposure to prolonged repeti- 
tion shows that : 

(a) The patient may listen without 
paying attention—in this way he maintains 
his response to the signals at a quite super- 
ficial level. 

(b) He may set up directly contradictory 
statements, i.e., he may deny the validity 
of the signals. 

(c) Under certain circumstances he may 
alter the meaning of the signals, not merely 
in the sense of turning a positive into a 
negative but by producing completely 
foreign interpretations of what was said. 
For instance, a patient on being asked to 
repeat a signal to the effect that he was 
getting warmer and more friendly might 
say, “the voice is talking about the present 
monetary crisis in Japan.” 

We set up as our second working premise 
the idea that these protective procedures 
constitute a switcher device whereby the 
impact of the imperative can be deflected 
from its intended goal. Inactivation of the 
switcher is essential to the reorganization 
of the personality, hence we have directed 
much effort to finding a means of accom- 
plishing this. We have achieved complete 
inactivation as yet for only limited periods. 

The second matter, namely, a tendency 
for personality trends, acquired as a result 
of exposure to repetition, to fade out, is to 
be considered as resulting in part from the 
above mentioned inhibitory activity of the 
ongoing self and in part from pressures 
exerted by the patient’s environment. — 

Hence we have set up a third working 
premise, namely, that repetition in its pres- 
ent form can give only a limited impetus 
to the patient to follow a new pattern of 
behaviour. In our experience, that pattern 
is likely to become lasting only if it meets 
acceptance from the patient’s environment 
and so becomes socially rewarding. Hence 
in our experience, social reinforcement is 
essential until the new patterns become 
established. Since a high proportion of 
chronic psychoneurotic patients come from 
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severely disorganized social settings the 
maintenance of new patterns of behaviour 
is difficult. 

We have been able, however, in the last 
2 years steadily to increase the probability 
that repetition will produce predetermined 
changes and to extend the duration of these 
changes. Reports have been made for some 
time on the permanent conditioning of ani- 
mals and from clinical studies we are aware 
that patterns of behaviour, which have 
become deeply imprinted by long repeated 
intense satisfactions such as some of the 
sexual deviations, cannot be changed by 
any therapeutic procedure. We also know 
that in certain circumstances traumatic ex- 
periences may leave permanent changes. 
These reports strongly suggest the possi- 
bility that means may be found whereby 
repetition may produce reorganizations of 
the personality resistant to the most un- 
favourable of social settings. 

With regard to the changes in ear tem- 
perature, the demonstration that the repeti- 
tion of verbal signals can produce changes 
in physiological functions is of considerable 


significance for psychosomatic theory and 
is to be expanded in a later publication. 


SUMMARY 
We have studied the effects of repetition 


on certain aspects of the behaviour of the 
individual, notably his attitudes, interper- 
sonal relations and his self concept. We 
have also studied the effects of repetition 
on ear temperature levels. With respect to 
the behavioural changes it has been de- 
monstrated that repetition will produce 
predetermined change. In the psychoso- 
matic studies, repetition will produce 
change but not necessarily in a predeter- 
mined direction. Behavioural changes have 
been demonstrated for over a year after 
cessation of repetition in several cases in 
which the circumstances were very favour- 
able. The changes in the ear temperature 
levels faded within a few days after cessa- 
tion of repetition. 
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PERMISSIVENESS--ITS DEFINITION, USEFULNESS 
AND APPLICATION IN PSYCHOTHERAPY * 


JACOB E. FINESINGER, M. D., ann SHEPPARD G. KELLAM, M. D.? 


Psychiatrists have in recent years be- 
come more concerned with a broader un- 
derstanding of the nature and purpose of 
their work. As a result we are beginning to 
ask some highly pertinent questions about 
the goals of therapy and the factors which 
determine these goals. In recent years sev- 
eral papers have appeared on the values 
of the physician(1) and those of the psy- 
chotherapist(2) and how these influence 
the goals and thus the process of treat- 
ment. In spite of Freud’s(3) protest that 
psychoanalysis is not a “Weltanschauung” 
is seems clear that the Weltanschauung of 
the therapist may be a factor of high order 
in determining his ideals and ultimate 
goals. This is especially true of our values 
in the interpersonal areas. For years we 
have felt that the hub of the psychothera- 
peutic situation was precisely in the inter- 
personal relationship between the patient 
and his doctor. 

What are the nature and the limits of the 
doctor’s authoritative role, what are the 
rights and freedoms of the patient in the 
therapeutic situation? This paper is con- 
cerned with the concept of permissiveness 
as it is used and applied in psychotherapy 
and in the care and management of pa- 
tients and their families. We feel the need 
for clarification of this concept and for a 
more definitive description of the way our 
values and attitudes about permissiveness 
become translated into action in our thera- 
peutic work. 

The present use of the term permissive- 
ness is vague. To those psychiatrists who 
are inclined to emphasize the importance 
of rigid control, the term permissiveness 
is a synonym for license and seems to them 
to be a justification for impulsive, sporadic 
decisions and behavior on the part of 
doctors and patients. To these colleagues 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Cal., 
May 12-16, 1958. 

2From the Psychiatric Institute, University of 
Maryland, Baltimore, Md., and the Department of 
Psychiatry, Yale University School of Medicine, 
New Haven, Conn. 
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permissiveness is not a desirable value. As 
a result of such values and attitudes, we 
are told, our patients always remain de- 
pendent and immature, our treatment 
never grapples with the patient's core 
problem, with his nuclear and focal con- 
flicts(4). It is this permissive attitude they 
say which makes us follow the patient’s 
defenses—never intervene to point them out 
and avoid locking horns with the basic 
and fundamental problems of the patient. 

To other psychiatrists permissiveness is 
a highly desirable value and, to them, re- 
flects man’s struggle throughout the last 
thousand years in establishing the primacy 
of the individual, the development and 
utilization of personality resources along 
personal and individualistic lines. It places 
a high priority on the use and development 
of inner controls and attempts to locate 
the responsibility for personal and social 
action in the patient. For many of these 
psychiatrists, the idea of external control 
is not a therapeutic possibility, but actual- 
ly repugnant. We hear the statement from 
them that in working with the individual 
patient the non-permissive doctor really 
tries to fit the patient into a mold of the 
doctor’s creation—and that many of the 
rules and maxims upon which psycho- 
therapists bank heavily are mainly devices 
set up to assure the ultimate triumph of 
external controls. 

In the mental hospital the nature and 
functioning of the social structure is de- 
termined to a great extent by attitudes 
toward permissiveness. Those who place 
low value on it favor schedules and rules 
governing every aspect of behavior of the 
patient and the patient’s family. Refusal of 
food means automatic tube feeding ; dis- 
rupting the social order of the ward means 
being locked in a seclusion room, no mat- 
ter by what euphemistic terms we call it. 
On the other hand, those who place high 
value on what they consider to be the 
freedom of the patient may allow the be- 
havior of the patient to actually block the 
treatment process. Thus patients may be 
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transferred to open wards because of our 
dislike of locked wards rather than for 
clinical reasons. 

It is our impression that the term per- 
missiveness is nowhere strictly defined and 
this lack of a precise definition makes for 
confusion. Restrictions become good or 
bad rather than useful or not useful. In 
addition to being a description of an at- 
titude, an orientation, a frame of reference 
or a point of view, the term has become 
saturated with charge and represents a 
value system which tends to divide thera- 
pists into proponents and opponents. Many 
psychiatrists look upon authority and free- 
dom as terms which cannot be reconciled. 

In our experience we have found the 
term permissiveness useful to describe at- 
titudes and actions of the psychiatrist 
which enable the patient to determine the 
extent and limits of his own behavior. It 
is used to include those attitudes and ac- 
tions which foster in the patient the maxi- 
mum degree of autonomy and responsi- 
bility in working toward the immediate and 
ultimate objectives of treatment. In other 
words, we have considered permissiveness 
as a technical device. 

Many of our colleagues find this con- 
cept almost paradoxical. The role of the 
doctor as an authoritative figure, who can 
be permissive when it is indicated appears 
at first glance to be confusing. There are 
many reasons for this confusion which we 
shall later discuss. Many therapists have 
difficulty in understanding how it is pos- 
sible on the one hand for the physician to 
be authoritative, and at the same time to 
have the patient use his resources to the 
maximum in the therapeutic work. They 
feel that one is either an authority figure or 
else one goes along with a more democratic 
orientation and allows the patient com- 
plete autonomy. 

We would merely like to point out that 
it is possible to make a distinction between 
the process of treating a patient and the 
objectives of treatment. In other words one 
must distinguish between tools and goals. 
We do not believe that the balance be- 
tween external control set by the therapist 
and the internal controls of the patient are 
paradoxical. We run into the same prob- 
lem in many areas of psychotherapy. For 


example, the general and popular concept 
that free association implies having the pa- 
tient report everything going on in his 
head is really not precise. Free association 
is really free association in certain areas. 
The emphasis on these particular areas in 
the course of psychoanalysis is indicated 
by the therapist. If this were not so the 
patient would continue to talk freely in 
line with his defenses and thus avoid grap- 
pling with his resistances. One of the func- 
tions of the psychotherapist is to train his 
patient to be able to talk freely, but in 
pertinent areas. One could think of many 
other examples to illustrate this type of so- 
called paradox. In other words, whether 
the physician’s behavior is that of author- 
ity, making maximum use of external con- 
trol, or whether he allows the patient the 
maximum use of internal control depends 
in great measure upon the immediate situ- 
ation and his position will vary markedly 
during the course of psychotherapy. 

It seems easy enough for us to agree 
upon a formulation of broad general prin- 
ciples. Some therapists find it quite easy 
to carry out their formulations operation- 
ally. Others seem to have greater difficulty 
in this transition. A request for a pass by 
a disturbed patient seems to put some 
therapists on the spot, as if they feel they 
have to say yes. There are many problems 
in this area of translating formulations into 
actions ; yet the situation would not be so 
complex if we had adequate information 
to determine the effectiveness of our opera- 
tions and to demonstrate that a particular 
intervention on the part of the therapist 
produces the predicted result in the pa- 
tient. In many instances the present state of 
information does not help us in determin- 
ing whether authoritative behavior is more 
helpful in achieving the goal than so-called 
permissive behavior. 

One of the problems which the therapist 
faces is related to the distinction between 
the social and professional situations. The 
tendency seems to be to carry over into the 
professional situation behavior which we 
have learned in the conventional social 
one. This “chance” behavior varies from 
individual to individual, and may be of 
doubtful usefulness in the professional 
role of the therapist. One of the functions 
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of training is to select from these “chance” 
behaviors those values and attitudes which 
are useful in the therapeutic situation and 
to learn to apply them precisely to the 
goals in mind. This offers great difficulties. 
It often requires the careful scrutiny of our 
behavior, the selection of those actions 
which are therapeutically useful, and even 
more important, the unlearning, or not 
using of aspects of our behavior which 
may be detrimental in the therapeutic situ- 
ation. Dealing with these obsolete methods 
of behaving is one of the major problems 
the doctor faces in psychotherapy. We may 
add, of course, it is one of the problems the 
patient has also when he tries to work 
out more adequate ways of dealing with 
his current problems. Whitehead(5) has 
stated in reference to this problem that 
much of the philosophy which the scien- 
tist has is so-called “chance” philosophy. 
This “chance” philosophy may be obsolete 
and worthless to him. This idea has been 
explored also by other philosophers in- 
cluding Ernst Mach(6) and Philipp 
Frank(7). 

There are many reasons for confusion 
in this field. Some of the reasons are in- 
herent in the nature of the task, which we 
believe in part boils down to the problem 
of authority versus freedom in the thera- 
peutic setting. In the past, other branches 
of medicine have delegated to non-medical 
groups matters relating to ethics and the 
freedom-authority problem. However, the 
ethical problems and the problem of values 
have become of great concern to psychi- 
atrists. In fact, one of the major directions 
in modern medical education has been to 
include these so-called peripheral areas in 
the field of medicine. The doctor, by virtue 
of being a citizen in a democratic society, 
cannot escape the values of his culture. 
How he deals with these values in his pro- 
fessional role as a psychotherapist is cru- 
cial. Often the two roles, citizen and thera- 
pist, become confusing and generalizations 
from one area are transposed or displaced 
into the other. Thus the notion that author- 
ity is bad and should be disdained in 
every situation is translated into action in 
the therapeutic setting. It is our impres- 
sion that this value makes for difficulty in 
assuming the authoritative role even though 


it may be indicated. Psychiatrists with this 
point of view then interpret it to mean 
that non-intervention is laudable, and that 
any move of the therapist which en- 
croaches on the inalienable rights of the 
patient is to be avoided. When this course 
of action is pursued the patient is allowed 
to avoid facing his problem under the guise 
of freedom. This type of confusion is due 
to the lack of clarity of the doctor in de- 
limiting behavior as a citizen from be- 
havior as a trained physician. 

There is another source of confusion 
which is directly related to the personality 
of the physician and to his defenses. The 
physician may be defending himself against 
locking horns with the patient or really 
getting involved in an emotional situation. 
One way of avoiding this is to allow the 
patient complete latitude. In other words, 
the physician avoids setting limits at the 
critical point when the patient's behavior 
no longer furthers the treatment process. 
This may be nothing more than a maneu- 
ver of the therapist to preserve his dis- 
tance from the patient. A few physicians 
have mentioned that they hesitate to inter- 
vene because they are afraid that inter- 
vening might release their own hostility. 
It seems that the two major sources of con- 
fusion are: 1. The doctor does not clearly 
distinguish between his role as a citizen 
and his role as a therapist, as illlustrated 
by the difficulty in assuming an authori- 
tative role (when it is indicated) because 
such a role is not in line with our current 
social, democratic values; 2. The doctor 
may have a personality structure, or the 
particular kind of problems, which cause 
him to avoid making the emotional in- 
vestment necessary to gain the trust of his 
patient. 

There really is little opposition to the 
idea that society itself has delegated au- 
thority to the physician to operate in a 
stated area so long as the physician abides 
by the dictates of what is known as good 
medical practice. When a patient sees a 
physican he gives the power to the physi- 
cian to use the authority which has been 
vested in him by society and the medical 
profession. A contract is made, implicitly, 
which can be broken by the patient at any 
time, unless society intervenes (as in the 
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case of the psychotic patient) and takes 
over the patient’s rights. 

It would seem quite clear that if, as 
citizens, we value a democratic society, as 
physicians we should like, if possible, to 
have our work with the patient be of some 
help to him in dealing with these social 
values. If one of our goals, one of our 
ultimate goals, is the development of the 
patient's resources and capacities, we 
should like, if possible, to have this de- 
velopment begin as soon as we can in the 
therapeutic situation. If we believe that 
society expects that the location of responsi- 
bility be in the individual, then we should 
like to foster this in our treatment. In 
other words, if we prefer the use of internal 
controls to external controls then we would 
naturally favor a system of therapy which 
emphasizes the importance of the former 
and helps the patient as much as possible 
in developing and utilizing his own inner 
control. 

Making the statement, which we really 
believe a great many psychiatrists would 
subscribe to, in no way solves our prob- 
lems. It merely states a point of view, 
that given a choice and in the presence of 
no contraindications, we would prefer for 
the doctor to remain in the background 
and allow the patient in every aspect of 
his activity to make his own decisions and 
assume responsibility for them. Opera- 
tionally this implies that in every situation 
with patients, whether it be psychotherapy 
or ward management, whether it be in- 
dividual or group therapy, the first step 
we always prefer to leave to the patient. 
If the patient is able to make this step, for 
example is able to come for treatment, is 
able to talk about pertinent material, we 
allow him to proceed. It is only when the 
patient is unable to proceed, or proceeds 
in a direction which is not in line with the 
goal, that the doctor intervenes. But when 
he does, it must be on clinical grounds not 
displaced social values. We prefer this in- 
tervention to be minimal. Once the inter- 
vention has been made, we evaluate the 
patient’s capacity to proceed on his own. If 
the patient is able to make the second step 
in line with the goal, we prefer that he 
make the third step and so on. It is only 
when this does not work out that the doctor 


becomes active, always ready to retreat 
from activity, giving the responsibility to 
the patient as soon as he can. The difficulty 
is in making the decision in specific in- 
stances that it is necessary to intervene. 

We believe that many psychiatrists have 
accepted, maybe even too glibly, the con- 
cept of permissiveness as though it were a 
reaction formation to the emphasis on ex- 
ternal control characteristic of earlier psy- 
chiatric attitudes. We have been con- 
fused about this issue, and many sensitive, 
well-oriented psychiatrists find difficulty in 
dealing with the concept of limits and the 
appropriate and timely use of external 
controls. We have wondered if the de- 
velopment of sensitivity, the recognition of 
the importance of the patient’s resources 
which has been one of the major contribu- 
tions of psychoanalysis has not also resulted 
in confusion and difficulty in our ideas 
about the place of authority in psycho- 
therapy, and has made it difficult for 
many psychiatrists to see and determine 
the appropriate position for the doctor's 
authority. As a result of this, in many in- 
stances the doctor abrogates his authority 
and his responsibility and allows other 
agencies including the patient, the patient’s 
family, social organizations, to decide and 
to carry out responsibility which really 
should be located in the doctor. 

John Dewey(8) pointed to the historical 
fact that during the past two centuries the 
revolt against autocracy resulted in a social 
philosophy that “was ‘critical of the very 
idea of authoritative control.” He further 
states, “The genuine problem is the rela- 
tion between authority and freedom... . 
the real issue is not that of demarcating 
separate ‘Spheres’ for authority and for 
freedom, but that of effecting an inter- 
penetration of the two.” Whitehead(9) 
has remarks in the same vein. 

In the same way it is useful to consider 
authoritative and permissive behavior on 
the part of the physician as interactive 
rather than contradictory. The authoritative 
status of the physician maintains stability 
and direction in the therapeutic process. 
When used correctly it is supportive. The 
permissive attitude encourages the patient 
to maintain an active role to develop and 
utilize his assets including his inner con- 
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trols. It is invariably stressful. The inter- 
action between the external controls of the 
physician and the internal controls of the 
patient is the background for the thera- 
peutic process and effects its outcome. 
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DIAGNOSIS, TREATMENT AND RESULTS IN ANOREXIA NERVOSA 


JAMES H. WALL, M.D.? 


This paper is concerned with a review 
of the pertinent literature on the subject 
of anorexia nervosa, a presentation of the 
salient features of 15 case histories of pa- 
tients who have been treated at the New 
York Hospital-Westchester Division over 
a period of 18 years (1938-1956), a dis- 
cussion of diagnosis, treatment and results. 

In a text, Phthisologia or a Treatise of 
Consumptions by Dr. Richard Morton of 
England, published in 1694, a type of nerv- 
ous consumption was described in a young 
girl with suppression of menses, no fever 
and no cough, a condition which today 
would undoubtedly be recognized as an- 
orexia nervosa. In 1873, Dr. Laseque wrote 
On Historical Anorexia, and his comments 
on the outcome will be quoted later under 
the consideration of results. 

The condition was called “Anorexia 
Nervosa” by Sir William Gull in 1874, al- 
though he had referred to it as apepsia 
hysteria as early as 1868. He noted that 
the disorder occurred in young girls, and 
described the anorexia, the extreme emacia- 
tion, amenorrhea, and the restless activity. 
He distinguished the abnormal condition 
from what was thought by some to be an 
early form of tuberculosis by the absence 
of any manifestation of infection. He 
stated : 


The want of appetite is, I believe, due to a 
morbid mental state. I have not observed in 
these cases any gastric disorder to which the 
want of appetite could be referred. I believe, 
therefore, that its origin is central and not 
peripheral. That mental states may destroy 
appetite is notorious. The treatment required is 
obviously that which is fitted for persons of 
unsound mind. The patients should be fed at 
regular intervals and surrounded by persons 
who have moral control over them, relations 
and friends being generally the worst at- 
tendants. Food should be administered at in- 
tervals varying inversely with the exhaustion 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 New York Hospital-Westchester Division, White 
Plains, N. Y. 


and emaciation. The inclination of the patient 
must be in no way consulted. In the earlier 
and less severe stages it is not unusual for 
the medical attendant to say in reply to the 
anxious solicitude of the parents, “Let her do 
as she likes. Don’t force food.” Formerly I 
thought such advice admissible and proper, 
but longer experience has shown plainly the 
danger of allowing the starvation process to 
go on. 


It is of great interest to study the original 
and well illustrated papers of Gull and to 
see how fully he understood the diagnosis 
and adequate management of, the clinical 
entity to which he first gave the name 
“anorexia nervosa.” 

The physical and physiological aspects 
of anorexia nervosa have been reported 
by many observers. The most noticeable is 
extreme emaciation, accompanied by dry 
and scaly skin. The pulse is slow and both 
temperature and blood pressure are low. 
There is no evidence of expanding pituitary 
lesions in x-rays of skull and sella turcica. 
Amenorrhea is always present, with an 
atrophic type of vaginal smear which be- 
comes more like that of the normal menstru- 
ating woman as a gain in weight sets in. 
During periods of emaciation there may be 
either lowered metabolic rates or flat 
curves with the glucose tolerance tests, fol- 
lowed by normal curves after an appreci- 
able gain in weight. Constipation is usually 
present. 

Farquharson and Hyland have described 
in detail the differential diagnosis, with 
particular attention to Simmonds’ disease 
which is due to extreme insufficiency of 
the anterior lobe of the pituitary. This 
disease is most prevalent in adult women 
who are mothers of several children. It 
appears usually in the puerperium after a 
difficult labor associated with sepsis, post- 
partum hemorrhage or other complications, 
or when the anterior lobe has been de- 
stroyed by trauma or tumor. The physical 
health and personality structure of these 
patients have been considered normal up 
to the time of pregnancy. Anorexia nervosa, 
by contrast, occurs in adolescents and 
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young adults and in older people with 
previous neurotic difficulties. In Simmonds’ 
disease, the loss of appetite has no con- 
nection with emotional aptitudes ; in an- 
orexia nervosa there is a morbid aversion 
to eating. The amenorrhea of Simmonds’ 
disease is accompanied by loss of secondary 
sexual characteristics, such as falling out of 
axillary and pubic hair and the atrophy 
of the sexual organs. The 17 ketosteroid 
level in Simmonds’ disease is very low ; in 
anorexia nervosa it is in the low normal 
range. The basal metabolic rate in Sim- 
monds’ disease is much lower, as is the 
blood sugar, and an anemia of moderate 
severity is usually present. The most strik- 
ing differences are to be noted in the 
mental status which shows itself in dull- 
ness and apathy in Simmonds’ disease, as 
opposed to alertness, restlessness, wilful- 
ness and impulsiveness in the anorexia 
nervosa patient. 

The family background, early dynamic 
factors and personality problems encoun- 
tered in patients suffering from anorexia 
nervosa, have been reported by a number 


of psychiatrists. They are generally agreed 
that the anorexia is not merely a passive 
loss of appetite but that such patients show 
an active morbid aversion to eating, ac- 
companied many times by compulsive and 


obsessive features with perfectionistic 
trends. This intensification of conflict in 
regard to eating occurs at the onset of 
puberty or adolescence. The psychological 
problems connected with this change usual- 
ly involve the patients’ mothers who are 
deeply concerned with matters of food, 
diet and proper eating habits, this concern 
being greatly exaggerated as the disorder 
progresses. Some have noted that sexuality 
and eating become equated and associated 
with growing up and with oral impregna- 
tion fantasies. Rose, in his discussion of 
eating inhibitions in children, shows that 
these individuals fear to give up old pat- 
terns and to move into new forms of psy- 
chological integration ; there is a resistance 
to and dread of change. A number of pa- 
tients express a repudiation of sexuality 
and a fear of the opposite sex. Many also 
express a wish to die and a belief that 
starvation will hold in check what they 
consider the gross, animal or physical side 


of their nature. Other writers have pointed 
out that the underlying dynamic personality 
structure of these patients is similar to that 
found in persons with addiction problems. 

It is obvious from our experience with 
anorexia nervosa patients that we are not 
dealing with a mild or partial reaction. Most 
of these patients have been diagnosed be- 
fore coming to the hospital as suffering 
from either hysterical, obsessive or com- 
pulsive neuroses. This diagnosis has even 
been confirmed by some of our staff after 
their admission, but the clinical course of 
these patients suggests strongly that the 
reaction is profound, total and sweeping in 
character. In recent years, younger patients 
have been referred for treatment. Their 
reactions have been more neurotic in char- 
acter, with outstanding hysterical, obsessive 
and depressive features and their response 
to treatment has been more rapid. 

At the time of admission these 15 girls 
and women were between the ages of 14 
and 38, the average being 23. They came 
of unstable families ; 9 had mentally sick 
parents and in one case both the father 
and mother developed psychoses at the 
time when the patient was maturing sexual- 
ly. Two of the fathers were alcoholic. One 
patient lost her father when she was 14, 
another father deserted the family when 
the daughter was 4. It was somewhat dif- 
ficult to evaluate the previous solicitude 
of the mothers of the patients since this 
condition, at the time of the patient’s ad- 
mission had usually been justified by the 
daughter’s serious physical condition. In 
all cases, however, the mother and the pa- 
tient’s psychic representation of her had 
been a definite part of the picture from the 
earliest days. There was always a peculiar 
dependence upon the mother; a wish to 
hold her responsible and at the same time 
to be independent of her, mingled with re- 
sentment or strong feelings of envy and 
jealousy. Early and later trends all revealed 
a hostile and spiteful attitude toward the 
mother, even to the point of delusional 
ideas. For example, one patient’s mother 
was suffering from heart disease and often 
talked of dying while expressing great 
anxiety about the patient’s physical state. 
This patient frequently expressed a fear 
that her mother might die before she did, 
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but in reality the patient, who was admitted 
in extremis, died of exhaustion on the fourth 
day of her hospital residence. 

This whole group came from small fam- 
ilies. In the 15 families, including the 
preceding 2 generations, there was no pre- 
ponderance of either sex. Four of the pa- 
tients were only children, 4 had only one 
sibling, and the other 7 came of families of 
2 or more siblings. They had been small 
at birth and two of them had been pre- 
mature. All had had feeding difficulties 
and colic and had showed a resistance to 
the change to a solid and to a varied diet. 
Childhood diseases had proved serious : 3 
patients had middle ear infections, one 
had a tracheotomy during an attack of 
diphtheria. Two had strabismus which had 
responded to correction. All had complica- 
tions accompanying tonsillectomies. 

A similar story of a difficult infantile 
period was evident in a third of the case 
histories of a group of 100 women patients 
studied by Dr. Hamilton and the author in 
1948. The results of these traumatic ex- 
periences apparently weakened their abili- 
ty to relate to others and prevented them 
from achieving a feeling of belonging to 
the group. 

These anorexia nervosa patients moved 
with difficulty from one level of adjustment 
to another, as manifested in their early 
eating habits. They did not get along well 
with other siblings nor find it easy to make 
friends outside the family group. When they 
entered school, as a rule, they were sensi- 
tive, shy, chubby little girls. Their rigid 
perfectionism prevented them from ac- 
complishing very much, but their obsessive 
and compulsive traits were not associated 
with too much anxiety. 


At the time of maturing and beginning © 


adolescence, the desire of these patients 
not to grow up and move on to successive 
levels of adjustment became particularly 
noticeable. The theme of renunciation and 
denial began to appear in their life sym- 
phonies, as it were, in a definitely recog- 
nizable pattern. Such manifestations as 
menstruation, the growth and rounding out 
of the body, and the emotional stirring of 
the time were rejected. The patients be- 
came disgusted with eating, putting on 
weight and growing up into life’s responsi- 


bilities, and began gradually to withdraw 
from life and their relationships with others. 
They were shy with boys, and the sexual 
function of the mouth in kissing was as- 
sociated in their minds with some degree 
of nausea and vomiting. There was a com- 
plete lack of oral impregnation fantasies. 

At the very beginning of the difficulty, in 
a majority of the cases, there occurred 
varying periods of overeating, gorging and 
vomiting, and eating became in some pecu- 
liar way equated with sex life. They seemed 
to feel that the aversion to food which ac- 
companied their renunciation, denial and 
withdrawal, would accomplish a destroying 
of life and sex. This would keep them from 
growing up and prevent the development 
of what was interpreted by them as the 
coarse, animal-like and disgusting part of 
life. One patient, at 21, having had these 
symptoms for several years, attempted mar- 
riage ; immediately after the ceremony and 
the wedding kiss, she took to her bed and 
expressed a longing for death. 

Although all the patients in their adoles- 
cence had shown early chubbiness, fol- 
lowed by disturbing symptoms, only 5 were 
admitted under the age of 20. Of the 10 
over 20, only 4 were married. The 3 of 
these who produced children, exhibited a 
great exacerbation of symptoms during and 
after the first pregnancy. The others had 
shown symptoms of anorexia nervosa since 
adolescence, and most of them had been 
under treatment for many years, all in 
general hospitals, and 7 in other psychi- 
atric clinics. The average duration of ill- 
ness for the group prior to admission was 
6 years. 

Family anxiety about their emaciation 
and withdrawal from life was the reason 
for admission in all cases. Physically the 
group were greatly underweight, varying 
from 52 to 94 pounds, the average weight 
being 79 pounds. Amenorrhea was present 
and secondary anemia was serious. There 
was a low basal metabolism rate, averaging 
-15. The skull X-rays showed normal pitui- 
tary fossae. The ketosteroid level was low. 

The group were restless, overactive, slept 
poorly, and expressed an extreme aversion 
to eating, quite different from a mere loss 
of appetite. Some seemed obsessed with 
the idea of food and eating, but at the same 
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time expressed an inner feeling of being 
opposed to taking nourishment. Some spoke 
of a combined fear of and wish for food, 
and all expressed a disgust for excess 
weight. Nearly all of them showed, also, a 
fear of taking on the increasing responsi- 
bilities as well as the pleasures and privi- 
leges of adult life. All showed a marked 
ambivalence towards everyone in their lives. 
“Actually I do not know how I feel about 
any of these people (including relatives) 
that we talk about,” said one. Others spoke 
of wishing to remain young and never grow 
up. Some spoke of a lack of direction and 
uncertainty in all spheres of their lives and 
more than one said her “lights had gone 
out” and that she had no feeling of depth. 
“I never feel,” she said, “that my laugh 
comes from the heart.” 

Their behavior toward food showed a 
consistent pattern. They would not eat 
without urging, would hide their food in 
their clothing if possible, only to throw it 
away in the toilet later. If they could be 
urged to swallow any quantity of food, 
they would vomit shortly afterward. Fre- 
quently they would cry as they sat and 
looked at their food, particularly when they 
were being supervised. They resorted to 
all kinds of tricks in order that they might 
appear to the staff to be gaining weight. 
Some put off bowel movements on the days 
before weighing, even while complaining 
of constipation and begging for enemata. 
Some hid weights in their clothing at 
weighing time. 

Although the patients seemed alert, rest- 
less and overactive, their feelings were not 
very deep or warm. A shallowness, flatness 
and apathy accompanied their complaints 
of lack or uncertainty of feelings. The only 
real emotion they showed was associated 
with their aversion to food. 

Psychologists have observed in the course 
of various tests that the common signs in 
these patients were withdrawal and flat- 
ness of affect. They reacted with shock and 
disgust to male and female sexual symbols 
in the Rorschach. The Rorschach responses 
were similar to those seen in alcoholics and 
addicts : much oral preoccupation, simple 
responses and much reference to sea life. 
According to the Rorschach interpreter, 
there was a rather infantile personality 


structure with a lack of complex emotional 
responses. 

The reaction, anorexia nervosa, is rarely 
seen in young males, but young men suf- 
fering from serious alcoholism or addiction 
frequently exhibit a personality similar 
to that observed in these girls. Many of 
these men give a history of early sensitive- 
ness and withdrawal from reality, and often 
report that excessive drinking of a solitary 
nature began in early adolescence. They 
wish oblivion and crave escape and even 
self-destruction. The drinking, while it 
helps them temporize with many adjust- 
ments and postpones their solution of life 
problems, eventually removes them from 
responsible living, just as the refusal to eat 
in serious cases of anorexia nervosa brings 
about a withdrawal from life. 

In terms of psychiatric diagnosis, these 
patients have been classified in various 
clinics as hysterias, obsessive compulsive 
states, depressions, and schizophrenias. Of 
course some of the patients who do not 
reach mental hospitals may be considered 
as showing neurotic or depressive reactions, 
but those who reach mental hospitals after 
years of illness and treatment impress the 
workers in this clinic as suffering from a 
serious, profound, total and sweeping re- 
action. In many instances the emaciation 
has reached serious proportions by the time 
they come to a mental hospital, even with 
danger of death. It has been said that these 
patients seem normal except for their atti- 
tude toward food, and indeed their attitude 
is delusional in nature. But there are many 
other signs of simple schizophrenia : their 
inability to relate to others, their lack of 
sustained drive, accompanied by hectic 
restlessness and alertness, the flatness of af- 
fect and withdrawal. One patient, diag- 
nosed by some as a paranoid schizophrenic, 
has not done well. Another was believed to 
have had a catatonic episode. The out- 
standing clinical features in both however, 
was the lack of drive and sustained effort. 

The treatment of these patients requires 
separation from their families and careful 
management in a mental hospital. They 
must grow up again, as it were, in an en- 
vironment with people who afford a securi- 
ty they apparently have never had. They 
appreciate kind but firm attention. The 
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average hospital residence for this group 
was 13 months, although one was in this 
hospital for 4 years. The patients must be 
tube-fed to combat the emaciation; am- 
bulatory sub-shock insulin therapy up to 
35 units is helpful. Reserpine, 1 mg., b.i.d. 
for one or more periods of 6 weeks is help- 
ful in decreasing restlessness and sleepless- 
ness. Electric shock therapy usually hastens 
the improvement. The varied hospital pro- 
gram activities: physiotherapy, occupa- 
tional therapy, physical education and so- 
cial activities, overcome the withdrawal and 
asocial tendencies, and with the rise in 
self-esteem and self-confidence, these pa- 
tients become more responsive to psycho- 
therapy. There is usually a paucity of ma- 
terial, but a review of personality develop- 
ment brings out their insecurity and fear 
of growing up and becoming a responsible 
adult. Reassurance and gentle but firm 
persuasion are the most effective principles 
on which to work. As a rule, the patients 
make rather limited adjustments and re- 
quire further help in the way of supervision, 
with careful allowance for their limited 
powers of adjustment and maturing. 

Of the 15 patients studied, 10 have con- 
tinued to do fairly well. Most of them live 
rather limited and protected lives, and find 
it necessary to leave their work for periods 
of rest. One patient has died. Four others 
have continued to have difficulties and have 
remained under almost continuous medical 
care. Three have made excellent recoveries 
and are fully employed. All have continued 
underweight and find it difficult to achieve 
a weight of more than 100 pounds. 

The following letter is characteristic of 
their adjustments : 


Although has not maintained the 
gain in weight which she acquired while at 
the hospital, she has for more than a year 
maintained the level to which she dropped 
during the first 6 months after her return 


home. Generally speaking, her physical health 
is good and I am happy to report that she has 
retained a fuller appreciation of the factors 
which she must guard against to avoid the 
extreme underweight condition which pre- 
vailed prior to her stay at the hospital. I be- 
lieve it reasonable to forecast that she has a 
sufficient realization of the fundamental re- 
quirements to maintain the status she now 
enjoys. 
Of such patients Dr. Laseque wrote : 


We meet with alternatives of success and fail- 
ure and frequently only obtain a very insuf- 
ficient result. I know patients who 10 years 
after the origin of the affection have not yet 
recovered the aptitude of eating like other 
people. Their health is not deeply affected, but 
their amendment is very far from representing 
a cure. 
SUMMARY 

Fifteen case histories of patients suffering 
from anorexia nervosa have been discussed, 
together with diagnosis, symptoms and 
treatment. 

Treatment involves psychotherapy, tube- 
feeding, insulin or electroshock therapy, 
but also involvement in hospital social ac- 
tivities, and separation from families, to 
allow the patients to “grow up” again. 
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FEAR, HOSTILITY, REALITY 
EUGEN KAHN, 


Of late I have heard and read so much 
about anxiety that I feel compelled to say a 
few words about it. 

In first instance it appears to me that the 
word anxiety is very often abused insofar 
as it is used to cover two kinds of dread, 
namely actual dread which I think ought 
better be called fear and another dread 
which is hard to define and about which 
more shall be said shortly. 

This is not just a play with words but it 
goes into the pertinent concepts and may 
help better to understand certain experi- 
ences. In talking about fear we should al- 
ways remain aware of the fact that fear 
concerns, without any exception, dread of 
something; that something is always 
thoroughly actual and real. It should in this 
instance be noticed that all experiences of 
fear belong—as every experience belongs— 
to the very present. Fears we had in the 
past can only be re-experienced as fears 
when for any reason they are revived. There 
is no present fear “in the future” but there 
is quite a bit of fear in “what the future 
may bring.” The worrisome person, I am 
certain, knows what I have in mind. 

Among those who have written on dread 
I only mention Kierkegaard and Tillich 
without giving any elaborate quotations 
since their works are easily obtainable. 

By no means is fear bound up with age or 
sex although understandably the fears of 
children, grown-ups, old people, men and 
women, respectively, will have their par- 
ticular contents. 

Bollnow, an existentially oriented philoso- 
pher, has made the appropriate remark that 
fear (Furcht) be a feeling while anxiety 
(Angst) be rather a mood. Even though 
Bollnow gives these notions an existential 
tinge they can be properly utilized in not 
existential context for a clear distinction of 
fear from anxiety. 

If, then, fear is always dread of something, 
what is to be said about anxiety ? Is per- 
haps the mood anxiety a mood in which 


1 From the M. D. Anderson Dept. of Psychiatry, 
Baylor Univ. College of Medicine, Texas Medical 
Center, Houston, Tex. 


1002 


not something but nothing is being experi- 
enced ? Nothingness is a problem about 
which philosophers are likely to argue until 
the end of the world. Since in my rather 
simple, not to say primitive, exposition it 
is inconceivable to experience “nothing,” 
there must be “something” particular that 
is experienced in the mood of anxiety. It 
appears to me that this mysterious some- 
thing is fundamentally always the same, 
namely the unknown or the unknowable 
with whatever name it be called. 

One can well consider fear as experience 
of a feeling of rational dread and anxiety as 
experience of the mood of irrational dread. 
In this connection the German word 
Ehrfurcht occurs to me. This word has no 
full counterpart in English; what comes 
next to it is awe. In awe, whatever it may 
concern especially, there seems always to 
be enclosed some relation to the Unknown, 
not rarely to the Sacred. It is indeed in 
respect to religion that the German word 
Ehrfurcht is most often used. 

This last remark may well imply that 
fear and anxiety may occur together, that 
is, that a human being going through the 
experience of the feeling of fear of some 
immediate threat underneath, as it were, 
is shaken by the mood of anxiety. In other 
words, in the experience of awe, we may 
occasionally find the feeling of fear and 
the mood of anxiety combined. In a short 
paper Hartmann(1) recently has made per- 
tinent remarks. He briefly discussed the 
American tendency towards rationalism 
with all its blessings for human activity. 
Nevertheless it struck him that during a 
meeting of The American Psychiatric As- 
sociation in April 1956 many speakers dis- 
cussed the phenomenon of anxiety (Angst). 
He deemed it possible that this interest in 
anxiety, which incidentally is mostly if 
not exclusively used in the sense of what 
I call fear, may indicate a growing unrest 
—an unrest behind or underneath which 
may well be hidden the mood of irrational 
dread—that is, of anxiety in our sense of 
the word. 

In this connection I may be permitted a 
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short digression. I have had for quite some 
time the definite impression that awe in the 
real sense of the word, the respect and the 
adoration of the Sacred, seems to disap- 
pear or even to have disappeared out of 
many American ways of life. I am pro- 
foundly saddened to see and to read how 
flippantly any kind of religious or near- 
religious notion is every so often treated ; 
this may partly be due to the waning re- 
spect of authority as regrettably in many 
minds authority and tyranny are considered 
to be one and the same.? 

Fear and anxiety play a considerable role 
in motivation. Fear is obviously in most 
instances motivated itself by some actual 
threat ; but once the feeling of fear has 
been started, it works as a motive of highest 
magnitude in human behavior. Fearful be- 
havior or rather, behavior motivated by 
fear, is not always a simple running away 
but may well be disguised behind the mask 
of aggression. 

The motives which are tied up with the 
experience of anxiety are not so easy to 
catch. It is not unlikely that often enough 
an increasing unrest (Hartmann) is at the 
root of irrational dread, that is anxiety, and 
that it is this unrest which is often taken as 
the phenomenon of anxiety itself. When 
anxiety once has come into the focus of 
experiencing, in which it is always to be 
considered as a mood in contrast to the 
feeling of fear, it may lead the experiencing 
human being to a variety of ways of which 
the so-called “anxiety neurosis” certainly 
is none, but of which religious conversion 
and suicide are two out-spoken ones. 


II 


Fear as well as anxiety not rarely lead 
the experiencing human being to experi- 
encing frustration. Here in my opinion it 
is of high significance that frustration in 
very many instances leads to aggressive and 
even hostile comportment (Doobs and Dol- 
lard). A short consideration in this connec- 
tion may well be in order since the notion 
of hostility seems to be all too fashionable 
in the verbiage and in the thinking of the 
younger generation of psychiatrists. This 


2 It would be easy to interpret this waning respect 
as stemming from insecurity and fear. 

8 “Anxiety neuroses” are without exception “fear- 
reaction.” 


occurred to me in a particular instance not 
long ago when a psychiatrist demonstrating 
a hostile patient was unable to answer the 
question, “Who used the word hostility first, 
you or the patient ?” 

We have learned to know that in this 
life of ours not everything is love but that 
there is some hatred too. We have learned 
in this respect especially from one of the 
greatest haters of recent times, Freud. Love 
and hatred fortunately or unfortunately 
cannot always reach their goals‘ ; both af- 
fects are often doomed to the experience 
of frustration. It might well be that the 
hostility following hatred is more often, as 
it were, indirectly motivated by the frus- 
tration of than by hatred itself. About the 
role of love in motivation I scarcely need 
say more in this context. 

What I want to stress as regards hostility 
is this : not every so-called hostility is real 
hostility, there may be some however 
motivated urge for action leading to an 
aggressive or pseudo-aggressive behavior 
which per se is not hostility. I regard it as 
silly if, e.g., the repeated attempt of a 
teacher to instruct his pupils and the un- 
mistakable appearance of some emotion in 
the teacher’s attitude would in all situa- 
tions and under all circumstances be called 
hostility. This is only one among countless 
examples. I admit that if one wants to see 
hostility everywhere, it can be found—as 
everything can be found that one wants to 
find. It seems to me that use and meaning 
of the word hostility should be narrowed a 
little ; by no means should it be identified 
with that of aggression. Aggression should 
be understood as forward moving action 
which need not have any tie-up with hatred 
and not even with frustration since most 
certainly not all activity is motivated by 
frustration. 

III 


There is good reason to assume that the 
sun was shining before any of us entered 
this world and that he will continue to 
shine when all of us will be gone. This is 
only one instance of an undoubtable reality, 
of an objective reality if we use this phrase 
which the philosophers may well consider 


their property. However, as long as I can 


4 These, in a short cut are the union with the loved 
one and the destruction of the one hated. 
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see, as long as I can feel warmth, as long 
as I can experience, the sun and his shining 
belong to my reality which we had better 
call my experiential reality. 

We are so often told that some patient 
is out of touch with reality. What does that 
mean ? Does it mean that the sun does not 
shine for him, or does it perhaps mean that 
he has certain experiences which are 
strange to us and which therefore we refuse 
to evaluate as real ? Experiential reality or 
subjective reality, if you prefer that phrase, 
comprehends everything and anything an 
individual experiences ; it is his very own 
reality. The hallucinatory or paranoid ex- 
perience of a schizophrenic patient, for 
instance, is as real for him as the con- 
versation any of us may have with one 
of our colleagues. It does not annihilate 
the original reality of these “psychopatho- 
logical” experiences that after some time— 
spontaneously or after psychotherapy or 
after drug treatment—the patient “corrects” 
them. I hold that the experiences of hu- 
man beings, the so-called normal as well 
as the pathological ones, occur and can 
only occur in what is called the present. 
What I experience now is real to me even 
if I have to revise this experience immedi- 
ately or after some time. 

If we deny reality of his experience to 
any patient, we just as well make the de- 
nial to ourselves. If we mean to consider 
and to talk about people’s acceptance or 
refusal to accept the rules and regulations 
of their society, if we mean to indicate that 
a patient appears to live in a world quite 
different from ours, we should call it by 
more appropriate words than the words real 
and unreal. As matters stand these words 
are particularly used if we do not know 
what is what and if we can get away best 
with some sort of an actually or apparent- 
ly technical term. The emphasis rests on the 
emotions which, even though we may be 
unable satisfactorily to understand and to 
interpret them, are those of a human being 
who has his experiences and uses them to 
build up his own world. As his experiences 
are changing so does his world. Can we for- 
get that exactly this same thing happens to 
us ? We are not the same ones today we 


were yesterday. Our experiences of today 
are not and cannot be identical with those 
of yesterday. 

There is a multitude of connections be- 
tween these remarks on reality and the 
observations about dread and _ hostility. 
These connections are particularly obvious 
in the life and the experiences of our pa- 
tients. Some of our patients are experienc- 
ing perfectly real fear in circumstances in 
which we tell them there is no reason to be 
fearful; this would be less frustrating ® 
for them and for us if we were able to make 
them understand that their fear, its motiva- 
tion and its sequelae stand on pathological 
ground—but it is often not possible to do 
this while the actual experiences are so 
impressively real. There is some interesting 
phenomenon in respect to anxiety, to ir- 
rational dread. One would be inclined to 
assume that anything irrational could never 
be real. However, whoever experienced the 
mood of anxiety or observed another per- 
son, patient or non-patient, going through 
the mood of anxiety can easily convince 
himself that irrational dread, that anxiety 
when actually experienced, is perfectly real 
for the experiencing person. 

I have come to the conviction that the 
reality of the experience of awe with its 
implication of irrational dread plays a 
fundamental role in religious experience. 
Here man seems to get in touch with reali- 
ties that he cannot grasp, that he cannot 
know as he knows anything scientifically 
definable. There, I feel, is one of the un- 
mistakable roots of faith. 

During more than one hundred years, 
scientists have proudly built up a complete- 
ly scientific Weltanschauung, a natural 
philosophy ; it belonged to the life and the 
work of Kraepelin as well as of Freud. 
Relatively recently in direct connection 
with the mystifying but very real progress 
of mathematics, physics, etc., scientists have 
again begun to grope for a religious faith. 
The presumably most rational man, the 
scientist, seems to be increasingly unable 
to do without irrationality. One might hope 
and imagine that there is an increasing un- 
rest which via irrational, but quite real 


5 The frustrations of the physician and his fears and 
possible anxiety can only be alluded to here. 
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SUICIDE AND MEDICAL RESPONSIBILITY ' 


DAVID J. VAIL, M.D.? 


We present a post factum study of the 
suicides occurring in New Hampshire dur- 
ing 1955 and 1956. For purposes of statisti- 
cal control, only those cases were con- 
sidered in which death was registered 
officially as suicide, the victim had been a 
bona fide resident of the State, and death 
had occurred within or immediately ad- 
jacent to the State. A total of 140 cases was 
thus available for the 2-year period ; other 
cases (out-of-State resident, equivocal ver- 
dict, etc.) brought the total to 152. This 
represents all cases of officially known sui- 
cide for this period.* 

Death certificates, obtained through the 
State Bureau of Vital Statistics, were 
studied first. A reconstructive search for 
information was then undertaken through 
various official agencies (e.g., state police, 
medical referee reports) and medical fa- 
cilities (private practicing psychiatrists, 
outpatient clinics, and psychiatric hospitals 
in the northern New England area). A key 
source of information : records of the New 
Hampshire State Hospital. This affords a 
secure vantage point because it is the only 
psychiatric inpatient facility in the State, 
and bears a large share of the total out- 
patient load. 

Data were organized into 5 main series, 
with some overlapping and gradual nar- 
rowing, each series serving definite statisti- 
cal purposes. Series I (N=152) and II 
(N=140) have been mentioned. Series III 
(N=64) was obtained by study of those 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Assistant Medical Director, Minnesota Dept. of 
Public Welfare; formerly Assistant Superintendent, 
New Hampshire State Hospital, Concord, N. H. 

8 Grateful acknowledgement is expressed to Miss 
Marion G. Maloon (Bureau of Vital Statistics of 
the New Hampshire State Heaith Department), Major 
T. Dwight Comstock (State Police), Miss Natalie 
Douillette (Attorney General’s Office) and the many 
physicians and hospital and agency officials whose 
cooperation made this work possible. The author is 
also deeply indebted to Dr. Eli Robins, of the Wash- 
ington University School of Medicine, for the use of 
his manuscript: “The Communication of Suicidal 
Intent.” (Am. J. Psychiat., 115 : 724, 1959.) 
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police and coroner reports from which 
reasonably reliable information could be 
obtained and tabulated as to premonitory 
symptomatology (despondency, depres- 
sion, preoccupation) ; overt statements of 
suicidal intent and/or suicidal attempts ; 
evidence of recent medical attention for 
any purpose ; evidence for any sort of re- 
ferral or commitment for formal psychi- 
atric attention (in- or out patient; at any 
time and during the year prior to suicide), 
and diagnosible mental illness (including 
alcoholism). Series IV (N=28) was a dis- 
tillation of Series III ,using only those cases 
otherwise typical, where positive informa- 
tion was available with regard to medical 
attention in the face of overt symptoma- 
tology : by blocking out combinations, so 
that observed frequencies could be con- 
trasted to expected frequencies by the Chi- 
square method, statistically firm conclusions 
could be drawn. Records of patients who 
had been previously hospitalized at the 
New Hampshire State Hospital provided in- 
formation that was useful psychodynamical- 
ly, but could not be considered valid 
statistically since the total number (19) 
from 1955 and 1956 was too small, and a 
larger series obtained by “ringing in” 1953 
cases obviously violates the original condi- 
tions. Nevertheless, for purposes of general 
expression and convenience, all available 
case material was used : this is referred to 
as Series V (N=30). 

For purposes of brevity and clarity 
further specific reference to series will be 
minimized. The terms “entire group” or 
“entire series,” and general figures or per- 
centages used without specific qualification, 
all refer to the controlled but unselected 
Series II. 


SIGNIFICANT FINDINGS 


1. Patients having received psychiatric 
care. The information is summarized in 
Table 1. 

These figures are approximate, particular- 
ly as they refer to outpatient attendance. 
But it seems reasonable to presume that 
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TABLE 1 


Number of 
Cases 


Proportion of 
Series II 


Treated at N.H.S.H., inpatient 
Treated elsewhere, inpatient ° 
Total inpatient 


Treated at N.H.S.H., outpatient 
Treated elsewhere, outpatient ° 
Total outpatient 


Grand Total 
* Approximate figure, extrapolated from Series III. 


19 
4.4 


13.7% 
2.9% 


0.7% 
4.7% 


in an unselected series like this, represent- 
ing a general urban and rural population, 
between one-fifth and one-fourth of the 
suicide cases will have come at some time 
under some sort of formal psychiatric sur- 
veillance. If we narrow to the period of a 
year preceding suicide, the figure (by the 
method of computation in Table 1) shrinks 
to 12.8%. 

2. General Medical Attention. Examina- 
tion of police and coroner reports gave 
reasonably reliable information in this con- 
nection. On the basis of Series III it was 
determined that 48.5% of the cases had 
been under some form of treatment by a 
physician. Again, one respects order of 
magnitude rather than exact percentage. 
Reasons for medical surveillance were 
varied, ranging from serious somatic ill- 
ness (é.g., angina pectoris, carcinomata ) 
through a variety of presumably nonspecific 
or hypochondriacal conditions (“ill health,” 
“not feeling well,” “suffering from leg 
pains,” “not himself”), to overt symptoms 
of depression and anxiety. 

3. Suicidal Warning. Official reports are 
necessarily removed from the trouble situa- 
tion. Even so, we are struck with the fre- 
quency of overt suicidal statements and/or 
prior attempts (53%: Series III). Here 
again pattern was greatly variable. Ex- 
amples : a wife who “has talked suicide for 
20 years,” a man who on his death-day 
shows his wife the rope he will use to hang 
himself ; several people from whom fire- 
arms had been kept because of statements 
they had made. Attention is directed to 
Robins’ studies based on post factum in- 
terviews with associates of the victim, show- 


ing an even more impressive frequency of 
clear, direct, and unmistakable suicidal 
statements. 

4. General Medical Attention and Psy- 
chiatric Intervention. Series II1 was scored 
for the following factors: statements of 
despondency and depression ; formal psy- 
chiatric attention ; general medical atten- 
tion (any purpose); suicidal acts/state- 
ments; diagnosible psychiatric _ illness 
(including alcoholism). Scores as they may 
occur either singly or in combination can 
be blocked out, observed and compared as 
to frequency. The combination medical 
attention—psychiatric attention was found 
by the Chi square method to be significant- 
ly low, (15.4%: Series II1). This was sup- 
ported by the findings of Series IV where 
factors were under more rigid control : the 
correlation here between medical attention 
plus overt signs, and psychiatric interven- 
tion, was found for the year prior to suicide 
to be significantly low at the 1% level of 
confidence. 

These are ways of saying with statistics 
a simple fact : that the suicidal patients of 
this series, although under medical care 
for a variety of reasons, did not make their 
way to the psychiatrist. The words are 
important : did not make their way. It may 
mean that the physician was not aware of 
the seriousness of the problem, or that he 
did not think to refer his patient, or that 
he may have made definite recommenda- 
tions which the patient or his family did 
not choose to carry out. We shall return 
to this, for it is a deep business and of the 
utmost importance. 

5. Sex difference. At every point in the 
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study, with regard to any method of analys- 
ing the data, one is struck with the fact 
that women were more frequently under 
medical care and more frequently treated 
psychiatrically than men. (For numerical 
and technical ~easons this finding could not 
always be supported statistically.) For the 
year preceding suicide, for example, of the 
18.0 cases referred (cf. Table 1) 10.6 or 
59% were women. The ratio of women : 
total for the entire series was 29%. This 
difference is significant at an excellent level 
of confidence. It may arise from the higher 
frequency of general medical consultation 
among the women. But even this bears 
watching, and surely does not explain 
everything. 

6. Hospitalized Cases. These are dis- 
cussed simply to fill in the picture. For the 
reasons mentioned, Series V is insufficient 
in number and questionable as to method. 
It does, however, give something as a base- 
line. From this it would appear that half 
of the inpatients had been psychotic at the 
time of their hospitalization : illness was 
predominantly depressive, with organic in- 
volvement in many. Diagnosis of the re- 
mainder is controversial because of the 
frequency of depression, character disorder, 
and alcoholism and/or other forms of ad- 
diction. Two-thirds were considered psy- 
choneurotic (depressive reaction) but ad- 
diction was a factor in two-thirds also, with 
overlap. 

One patient (psychotic) committed sui- 
cide in hospital. In the remainder, inter- 
vening periods from a few days to 15 years 
had elapsed between the time of leaving 
the hospital and death. A highly significant 
proportion (one-third) of the hospital series 
had signed in voluntarily. 

A study of previously hospitalized pa- 
tients illuminates a general suicidal popula- 
tion only to a limited degree. It seems safe 
to say, however, that a sizeable proportion 
of suicides, especially in the involutional 
period, occur in patients with undiagnosed 
or (at some level) ineffectually managed 
psychotic depressions. Alcoholism (of vary- 
ing pattern) can be found possibly in as 
many as one-third of the cases. There re- 
mains a shadowland of psychoneurotics, 
schizoid and infantile personalities, severe- 
ly repressed homosexuals, malcontents, 


tired and pain-ridden sufferers, beatniks, 
grifters, timid would-be Outsiders, and 
busted romantics whom we may never real- 
ly know. The complexities of diagnosis 
can be easily confirmed by perusal of the 
raw material of police or coroner reports : 
a brain-twister for the classification-minded 
clinician. 
Discussion 

New Hampshire has a population of 
around 550,000, of which 57.5% is officially 
registered as urban. Because of the town- 
ship system peculiar to New England this 
figure is misleading : a “town” of 3,000 
people might be spread out over several 
square miles. New Hampshire has only 2 
cities over 30,000 in population. About half 
the population is in the industrialized 
southern and southeastern region, the re- 
mainder scattered, sometimes sparsely, over 
hilly and mountainous terrain. Many parts 
to the north are blighted, depending for a 
meager level of subsistence on small in- 
dustries, small-scale farming, and tourism. 
Population drift has been away from these 
areas. The state-wide population could be 
considered as generally representative for 
the U. S. The Yankee approach to life, how- 
ever, is distinctive—a subtle combination of 
traits : rigidity, sternness and strength (cf. 
Daniel Webster) ; shrewdness and humor 
(Percy Kilbride) ; and many subrosa quali- 
ties (presented accurately, if garishly, in 
Grace Metalious’ Peyton Place). 

These matters require attention, as the 
suicide rate in New Hampshire has been 
persistently higher than that of the rest 
of the nation, with reversal of the usual 
sociological trend: the suicide rate only 
approaches the national average in the 
urban areas, and is much higher in the 
“North Country”. In Grafton County, for 
example, (one of the northern counties) 
the suicide rate over a 10-year period (1947- 
1956) is 19.4 per hundred thousand, rough- 
ly 160% of the national average for whites. 

Sociological data are not of primary im- 
portance in the present study. They are 
brought out to provide background and to 
illustrate a germane point: that the eco- 
nomic and geographical availability of 
medical care appears to have little to do 
with suicide rate. Most parts of Grafton 
County, for example, with its striking sui- 
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cide incidence, are within two hours of the 
high-quality, popular and relatively inex- 
pensive medical center at Hanover ; this 
applies equally to the excellent psychiatric 
staff at the Hitchcock Clinic. New Hamp- 
shire in general is well off with respect to 
general medical facilities, and fairly well 
provided psychiatrically ; better than many 
other states with lower suicide rates. The 
State Hospital is centrally located ; with 
a record of over 100 years of good service, 
it enjoys excellent reputation and confi- 
dence among the public. 

We have to seek other explanations : 
cultural and educational depression and the 
unrelievable Yankee tensions of the remote 
rural areas. Deeper yet, we must attempt 
to find and reconstruct the dynamic situa- 
tion, the human situation of the suicidal 
patient: his goings and comings with 
family, friends, and physician ; the forces 
which close off his escape routes ; the des- 
tiny that drives and lures him. 

The system of psychodynamic interpreta- 
tion which derives from Freud’s “Mourning 
and Melancholia” is of the utmost value in 
understanding suicide, particularly as it oc- 
curs in involutional and other psychotic 
depressive reactions. These cases, as has 
been stated, account for a large number of 
suicides—often not diagnosed or blocked as 
to proper management. To bring these pa- 
tients under a proper period of secure 
hospitalization for observation and treat- 
ment would not solve the problem, but 
would at least put the responsibility where 
it belongs. 

The psychoneurotic depressive particu- 
larly has finely elaborated techniques 
(among them weakening the opposition 
through irritation and boredom) for cover- 
ing up: any psychiatrist can produce a 
sorry list of suicides occurring during treat- 
ment or, more characteristically, shortly 
after termination. A patient of ours, for 
example, talked his way out of the hospital 
on the grounds of protest against “regi- 
mentation” and was dead 3 weeks later. 

The peculiar problem of the alcoholic is 
his long-term flirtation with suicide, ex- 
emplified not only by his way of life but 
by his frequent remarks and suicide at- 
tempts. With many, it becomes not simply 


a matter of “if,” but of “when”’—with seem- 
ingly little to be done about it. 

For the non-psychotic suicide in particu- 
lar (and we would state here that the 
concepts of “latent psychosis” or “temporary 
insanity” simply beg the question) there 
appears to be a dimension which we must 
reach and explore, lying “beyond the intro- 
ject principle.” This is despair in its ex- 
istential usage, the “sickness unto death” 
described brilliantly and profoundly by 
Kierkegaard. Regard the restless, outward- 
living man: his shallow inner resources 
overdrawn ; the lies of overindulgence ex- 
posed one by one ; his sources of externally- 
derived power exhausted ; his love relation- 
ships “sicklied o’er” by concretions of hate 
and meanness, guilt and regret—he is 
pinned like a fly to a card in the 
face of this dreary bleakness, this penulti- 
mate nausea, this nothingness. There is no 
other way out. Small wonder that in his 
self-cynicism he will “prefer not” to consult 
a physician, much less a psychiatrist. And 
if he does, may it not simply be another 
futile gesture of despair, a phony and tem- 
porary compromise ? Nowhere does the 
analytic concept of “wrestling with the in- 
visible opponent” apply quite so clearly. 

The sex difference is pertinent here. It 
is easier for the woman to turn for help, 
easier for her to be practical-minded and 
honestly self-seeking in her ultimate solu- 
tions. The man is faced with an insoluble 
circular puzzle: with his self-esteem al- 
ready undermined, he cannot admit defeat 
by placing himself in the hands of some- 
one else. It works in the other direction 
too: for most of us the helpless female 
arouses chivalric impulses; the helpless 
male, whether we like to face it or not, 
excites scorn. 

There is a philosophical point of extreme 
importance, answered once by Socrates but 
out of fashion now, lying anterior to any- 
thing which can be discussed or decided 
about suicide : to what extent is it given to 
man to take his own life? This leads to 
more proximal questions : to what degree of 
responsibility for him are we committed ? 
Stated conversely : what right do we have 
to interfere with his plans if this is what 
he has decided to do ? These questions, our 
answers to them, are of prime importance 
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in the clinical transaction, as they will de- 
termine the degree of secret collusion or 
assent which we may give. We must, by 
critical self-examination, resolve other 
questions: whether we believe funda- 
mentally, like our Western European an- 
cestors, that suicide is a hideous, unnatural 
perversion, a felony ; or—at extreme con- 
trast—an act of honor or courage. 

It is clear that the psychiatrist must take 
responsibility for the suicide, but he can 
only hope to work through the general 
physician. Education programs must be 


vigorously pushed : even elucidation of a 
few basic facts about psychoneurotic and 
psychotic depression will accomplish much. 
Let us lay permanently at least two ghosts 
that keep turning up : that people who talk 
about suicide never carry it out, and that 
suicide is always the act of an “insane” 
person. Laws should provide for inpatient 
observation at the behest and sole responsi- 
bility of the physician. And above all, let 
each professional become truly enlightened 
about the human realities of the suicide 
problem. 
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The purpose of this study was an at- 
tempt to determine which cases could be 
expected to respond to Marsilid, and which 
cases, on the other hand, should be given 
electroconvulsive therapy. While a total of 
more than 50 patients were treated with 
Marsilid, only 32, who could be observed 
in detail and followed for a period of 8 
months or longer form the material in this 
report. However, our experience with pre- 
viously treated patients affected this study 
inasmuch as it influenced the selection of 
patients for Marsilid. In the 32 patients 
studied, depressive patients with neurotic 
features predominate. Thirty-one patients 
presented various forms of depression. One 
was a chronic schizophrenic with a marked 
depressive reaction to his schizophrenic ill- 
ness. An ideal study would be one in which 
a random sample of depressed patients was 
matched against controlled groups. This 
study does not convey more than an impres- 
sion gained on selected non-hospitalized 
private patients. Since the conclusion of this 
study 21 more patients have been treated. 
While they are not included here the im- 
pressions gained from them are identical 
with those to follow. 

Only patients who were seriously de- 
pressed, unable to work, were treated. The 
majority were suicidal and under 24 hour 
supervision. Almost all patients had failed 
to respond to amphetamines and related 
drugs. As Alexander(1) has observed, these 
drugs, so helpful in mild depressions, fre- 
quently have an unfavorable effect on 
severely depressed patients. We attempted 
to use rigid standards in evaluating im- 
provement. Only virtual disappearance of 
the depressive symptomatology was rated 
as improvement. Patients who had been 
seen in previous episodes were considered 
as improved as result of therapy only if the 
improvement occurred not later than half 


1 Read in abbreviated form at the 14th annual 
meeting of the Electroshock Research Association, 
San Francisco, Calif., May 11, 1958. 

2 From the Department of Neurology, College of 
Physicians and Surgeons, Columbia University, and 
the Neurological Institute, Presbyterian Hospital. 


MARSILID (IPRONIAZID) AND ELECTROSHOCK ' 


ALFRED GALLINEK, M. D.? 


of the time before spontaneous recovery 
had occurred in previous episodes. “Recom- 
mendations for Reporting Studies of Psy- 
chiatric Drugs” as proposed by the Psycho- 
pharmacology Service Center of the Na- 
tional Institute of Mental Health, Public 
Health Service( 11), were followed as close- 
ly as possible. 

All patients were started on a daily 
dosage of 150 mg. of Marsilid. We have 
gained the impression that lower initial 
dosages are ineffective in depressive syn- 
dromes of major proportions. It appears 
possible, however, that similar dosages may 
be effective(14) if one is content to 
wait for the onset of improvement for more 
than 3 weeks. The initial dosage was de- 
creased either on account of the appearance 
of serious complications or of marked im- 
provement. Pyridoxine in equal or half 
of the dosage of Marsilid was given regular- 
ly. Liver function studies were done in 
intervals from 2 to 4 weeks. During the 
later period of our investigations they were 
limited to determination of cephalin floccu- 
lation and serum bilirubin. Urine analyses 
and bloodcounts were done in the majority 
but not in all the patients. 

The usual diagnostic classifications 
proved to be unsatisfactory in deciding 
which patient could be expected to respond 
to Marsilid and which should be treated 
with electroshock. Detailed study of the 
symptomatology demonstrated that 3 fac- 
tors were of extreme importance. They are : 
somatization of the depressive effect, 
marked retardation and preexistence of 
neurotic features. If one of these factors 
or a combination of them dominates the 
syndrome, Marsilid appeared to be effec- 
tive. Under somatization we understand 
somatization in function (e.g. irritable 
colon, gastric hypermotility, tachycardia), 
and somatization in sensation (e.g. head- 
aches and heaviness on the chest). We 
definitely do not include the bizarre, gro- 
tesque, hypochondriacal delusions (“intes- 
tines have rotten away”) as seen in ad- 
vanced agitated depressions. 

The largest group of patients treated and 
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the most responsive consisted of patients 
for whom we had to devise a rather cum- 
bersome diagnostic label. They were life- 
long neurotics with inadequate personalities 
who fairly regularly experienced long epi- 
sodes of affective depression whereas in the 
intervals only neurotic features were pres- 
ent. Formerly most of these patients would 
have been placed either in the category of 
neurotic depression or, where the neurotic 
component was rather mild, in that of 
manic-depressive depressions. While these 
patients had marked somatization they 
were not agitated. Another group of equally 
neurotic and inadequate individuals in 
whom the depressive episodes were accom- 
panied by marked anxiety and agitation 
had to be differentiated from the afore- 
mentioned group. 

A survey of our tabulation shows that 
the first 4 patients who were classified as 
chronic neurotic and reactive depressions 
as a whole seemed to respond well with 3 
patients markedly improved. Among them 
was one who had persistently severe head- 
aches which disappeared with the depres- 
sive symptomatology. Disappearance of 
chronic headaches was also observed in 
other groups. Alcoholic habits of long 
standing, originally initiated in order to 
relieve headaches and sensation of physi- 
cal tension, disappeared. One of these 3 
neurotic patients who responded favorably 
to Marsilid had had an unsuccessful course 
of ECT. 

The 4 patients in the senile age group 
were the only ones in whom, to our sur- 
prise, the presence or absence of agitation 
seemed to make no difference in regard to 
the uniformly favorable response to Marsi- 
lid. It is noteworthy that these agitated 
and retarded patients showed very marked 
somatization of their depressive affect. Two 
patients had responded well to ECT one 
year prior to the institution of Marsilid. 
When the senile agitated depression with 
somatization recurred they responded 
equally well to Marsilid. 

The response to Marsilid was unsatis- 
factory in 3 of the 4 involutional agitated 
depressions, and the response to past as well 
as immediately following ECT was success- 
ful. The same observation has been made 
by Dally(4). Involutional retarded de- 


pressions, (3 patients), on the other hand, 
responded in a gratifying way to Marsilid. 
One of them previously had responded 
equally well to ECT. Manic-depressive 
depressions with retardation (4 patients), 
appeared to respond uniformly satisfactori- 
ly to Marsilid. Two of these had in the 
past responded equally favorably to ECT. 
All these retarded depressive patients, 
however, had had considerable consistent 
neurotic features for almost their entire 
lives. 

Ten cases of recurrent, retarded depres- 
sion with marked somatization in severely 
neurotic inadequate individuals responded 
satisfactorily to Marsilid. Five of these in 
the past had been treated with ECT, 3 of 
them entirely unsuccessfully, and 2 with 
very limited success. 

Recurrent agitated depressions with 
marked anxiety in 2 severely neurotic in- 
adequate individuals, did not respond to 
Marsilid, whereas they had favorably re- 
sponded to ECT in the past. 

Impressive was the result of Marsilid 
in a complex schizophrenic syndrome(6). 
This patient had been under my uninter- 
rupted observation for more than 5 years. 
He had had intensive psychotherapy with- 
out results and repeated, long courses of 
ECT which had served to ameliorate cata- 
tonic episodes. In addition to autism and 
severe disturbances of the thought pro- 
cess this patient was chronically depressed 
with marked sensations of physical dis- 
comfort in his head. After 4 weeks of Mar- 
silid be became mildly euphoric and ex- 
ceedingly active in an orderly fashion. He 
resumed contacts with family and friends 
and started to work. Reduction of the initial 
daily dosage of 150 mg. resulted in a re- 
appearance of the original symptoms. When 
functioning well with the full dosage the 
patient states that his disease still is present 
but somewhat in the background. Even 
when on a full dosage he can at will ex- 
perimentally produce his original symp- 
tomatology. After 6 months of continued 
treatment the patient experienced a com- 
plete relapse. Medication was discontinued 
for 1 month, and when resumed the same 
beneficial results were noted as in the be- 
ginning. Similar cases have been reported 
by Breitner(3). 
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The total number of patients treated is 
small. The selection of the 32 presented ad- 
mittedly had been influenced by previously 
formed impressions. If we dare to draw 
conclusions from this material it is our im- 
pression that 3 factors are of outstanding 
importance in those depressed patients who 
show favorable response to Marsilid. These 
factors are strong preexisting neurotic ten- 
dencies, retardation and somatization. If 
these factors dominate the depressive syn- 
drome, Marsilid may be expected to be 
effective. This conforms very well with the 
concept of Marsilid as a psychic energizer 
and with the original observation of in- 
creased sense of physical well-being in 
tubercular patients. Since in most neurotic 
depressions and in the related group of 
episodic affective exacerbations in chronic- 
ally neurotic individuals, somatization usu- 
ally plays a large role, it is this group which 
appears to offer the greatest promise with 
Marsilid. 

That the indication for electroshock in 
neuroses is problematical has been already 
pointed out in the earlier period of shock 
therapy by Kalinowsky, Barrera and Hor- 
witz(10). Recently Kalinowsky(9) sug- 
gested that electroshock therapy given for 
facilitation of psychotherapy should be re- 
placed by drugs. In this study we have not 
used any form of psychotherapy. The affec- 
tive improvement in the neurotic depres- 
sions and in the related group is accom- 
panied by disappearance of the customary 
physical complaints, e.g. headaches. In 
watching these patients one gains the im- 
pression that the increased sense of physi- 
cal well-being eliminates the physical com- 
plaints first and then results in removal of 
the depressive affect. 

In those syndromes in which agitation is 
predominant Marsilid is ineffective. While 
in these cases somatization is frequently 
present it is a concomitant but not a domin- 
ant factor. Furthermore, somatization in 
these cases is not somatization in sensation 
and function but somatization in phantasy. 
These are the patients with the bizarre 
somatic delusions. The majority of the in- 
volutional depressions fall into this category 
which fortunately is the same in which 
ECT achieves its best results. 

If marked pure anxiety plays a dominant 


role in the syndrome, Marsilid appears to 
be equally ineffective as it is when agitation 
is predominant. 

The average time until onset of improve- 
ment became noticeable was 3 weeks, the 
shortest time after which onset of improve- 
ment was noted was 1 week and the longest 
3 months. 

Out of the 32 patients treated, 25 definite- 
ly derived benefit from the drug ; (Smarr, 
Wolf and Pressman(13) reported improve- 
ment in 16 out of 25 patients). 

Of the 25 improved patients, 13 had to 
be kept on small dosages for an indefinite 
period because discontinuation resulted in 
a relapse. 

Fifteen of the 32 patients treated showed 
serious complications. There was 1 case of 
serious, dangerous liver damage requiring 
long-term hospitalization. For a while there 
was fear for this patient’s life. Laboratory 
evidence of definite liver damage, (3 plus 
cephalin flocculation), was seen in 4 cases, 
of mild liver damage in 2 cases, (2 plus 
cephalin flocculation). This indicates liver 
damage in 7 out of 32 cases. Five patients 
sustained falls? due to syncope, most likely 
on basis of orthostatic hypotension. None 
of these patients had shown excessive de- 
grees of orthostatic hypotension on repeated 
examinations. These falls are liable to occur 
chiefly when the patients leave their beds 
during the night in a drowsy state. There 
was 1 nocturnal seizure in a patient who 
had shown an excessive degree of hyper- 
reflexia. This patient had never experi- 
enced convulsions on any other occasion 
and was not taking drugs which could have 
induced convulsive seizures. Excessive gain 
in weight (exceeding 30 pounds) also was 
considered to be a serious complication and 
occurred in 2 instances, 

Most of the patients with major com- 
plications showed also minor complica- 
tions. They did not differ in our material 
from what has been described previously. 

We observed orthostatic hypotension, 
dizziness, increased wakefulness which 


3 A physician whose attending internist had placed 
him on Marsilid on account of arthritis sustained a 
serious fall when stepping out of his car and pre- 
sented a syndrome of extreme equilibratory inco- 
ordination. (This patient does not belong in the 
group presented here.) 


7 
. 
. 


1014 


MARSILID (IPRONIAZID) AND ELECTROSHOCK 


[ May 


quite often is perceived as unpleasant, and 
which should be rather designated as in- 
somnia, sweating, dryness, nausea, blurring 
of vision, constipation, bad taste, increased 
sensitivity to heat, delayed micturition, in- 
creased urinary frequency, localized edema, 
inability to achieve erection, inability to 
achieve orgasm, muscle twitchings and 
tremors, hyperreflexia, gastric distress, 
fatigue, pains in the legs. 

The presence of orthostatic hypotension 
in most patients who are on Marsilid makes 
us feel that simultaneous combination of 
Marsilid and electroshock should be 
avoided. 

Not as complication but as interesting 
side-feature we considered the fact that 
patients who were used to barbiturates be- 
came intolerant to them. Marsilid also 
caused intolerance of previously well tol- 
erated anti-parkinson drugs. Two patients 
who had been drinking habitually became 
so intolerant to alcohol that they stopped 
drinking entirely. The effect of Marsilid 
here was somewhat comparable to the 
effect of Antabuse. A patient who had in 
the past received Desoxyn intravenously 
became completely intolerant to Desoxyn 
and showed a serious and prolonged re- 
action after an intravenous Desoxyn injec- 
tion which was given while he underwent 
treatment with Marsilid. 

A surprising chance observation was the 
disappearance of the manifestations of 
psoriasis in an 80 year old female patient 
who had had these manifestations uninter- 
ruptedly for 40 years. The manifestations 
reappeared after discontinuation of the 
drug. 

In some patients, continued use of higher 
dosages may result in a manic episode. Two 
of our patients became boisterous, over- 
active and elated. Similar observations have 
been reported by Furst(8). 

As far as sexual function in the male 
is concerned we observed not only dis- 
turbance of potency but also return of 
potency, most likely as result of the elimina- 
tion of the depressive effect. 

In the clearly episodic disorders we had 
the impression that Marsilid was instru- 
mental in precipitating termination of the 
particular episode. 

In syndromes which contained neurotic 


elements of considerable degree or which 
are chronic, e.g. senile derressions, relapses 
tend to occur with discontinuation of the 
drug, and it appears that the patients have 
to be kept almost indefinitely on small 
maintenance dosages. So far we have en- 
countered none of the serious complications 
on these small dosages which are, however, 
totally insufficient as starting dosages. Since 
the conclusion of this paper 1 patient with 
very severe clinical liver damage has come 
to our attention who had received a daily 
total dosage of 75 mg. of Marsilid over a 
period of 8 weeks. This case proves the 
contention that socalled smaller dosages are 
less dangerous, to be erroneous. 

Depressions with emphasis on either 
somatization or retardation or both, chiefly 
such with neurotic features, may be ex- 
pected to respond to Marsilid. In the hope 
that chemical changes may turn Marsilid 
into a less toxic drug when shall we apply 
Marsilid therapy and when ECT? 

Since improvement can not be expected 
to start earlier than after 3 weeks, and since 
it may take longer until marked relief is 
obtained, severe depressions involving 
either suicidal risk or an excessive degree 
of suffering will continue to be treated with 
electroshock(12). So will be all de- 
pressive syndromes in which agitation is © 
predominant. This excludes Marsilid from 
the most common group of depressions : 
the agitated involutional depressions. 

On the other hand, in depressive syn- 
dromes in which retardation or somatiza- 
tion or both are dominant a trial with 
Marsilid is justified if no suicidal risk and 
no excessive degree of suffering are pres- 
ent, if no immedate improvement is im- 
perative, and if one is willing to take a 
greater risk of a relapse. Chiefly, the 
physician and the relatives have to be aware 
of the risk of liver damage. Marsilid is most 
promising in recurrent retarded depres- 
sions with marked somatization in neurotic 
individuals. 

Finally we may raise the question wheth- 
er Marsilid in those syndromes in which 
it may be expected to be helpful is pre- 
ferable to electroshock. Advertisements as 
well as studies investigating phrenotropic 
drugs consider it a foregone conclusion 
that if drug therapy and electroshock can 
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reach identical results that in such instances 
drug therapy is preferable. Is this attitude 
really correct ? The above-enumerated com- 
plications of Marsilid are frequent and 
formidable. While in the minds of the 
advertising agencies of the pharmaceutical 
industry, of the population in general and 
of drug enthused psychiatrists, electroshock 
is still a back breaking, bone shattering or- 
deal this certainly is not true to fact. The 
sophisticated petit mal-grand mal succinyl- 
choline technique with avoidance of bar- 
biturates as advocated by Impastato(7, 8), 
is a method which possibly is more devoid 
of risks than most new phrenatropic drugs. 
The statistically exceedingly small risk 
of cardio-vascular complications including 
even death(2), is probably not completely 
eliminated by this technique. This risk has 
to be weighed against the major risks inher- 
ent to Marsilid therapy, particularly liver 
damage. We now require that our patients 


Pat. treat 
Chronic neurotic and 
reactive depressions 4 
Senile depressions 
retarded or agitated 
with marked somatization 4 
Involutional agitated 
depressions 4 
Involutional retarded 
depressions 3 
Manic-depressive 
depressions retarded 4 


Recurrent retarded 

depressions in severely 

neurotic inadequate 

individuals with marked 

somatization 10 


Recurrent agitated 
anxious depressions 
in severely neurotic 
inadequate individuals 2 


Long standing severe 
schizophrenic syndrome 
with depressive affect, 
catatonic episodes and 
marked somatic complaints 


_ 


TABLE 1 


Marsitip (IPRONIAZID) AND ELECTROSHOCK 


or their relatives at the initiation of Mar- 
silid therapy sign a statement in which they 
indicate that they are aware of the various 
risks, particularly liver damage. It further- 
more has to be kept in mind that in most 
instances Marsilid therapy has to be con- 
tinued for a longer period of time than 
electroshock, that it takes longer until re- 
lief is obtained, and that there is a greater 
tendency to relapse. On the other hand, 
Marsilid is superior to electroshock in those 
cases where neurotic factors play a large 
role. Here it may become unequivocally 
the first choice for removal of the depres- 
sive affect, if ways could be found to 
eliminate its hepatoxic features. 


SUMMARY AND CONCLUSIONS 
Marsilid (iproniazid), so far, is the only 
drug with powerful anti-depressive pro- 
perties. Twenty-five out of 32 patients 
derived benefit from the drug. It is helpful 


Mark. improv. Unimprov. Past ECT 
3 1 1 unsuccessful 
3 1 2 successful 
1 3 3 successful 
3 0 1 successful 
4 0 2 successful 
2 mod. successful 
10 0 3 unsuccessful 
0 2 2 successful 
0 1 limited temporary 


success 
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in depressive syndromes in which somatiza- 
tion and retardation predominate, particu- 
larly so, if strong neurotic features are 
present. In one severe chronic schizophren- 
ic syndrome Marsilid had a powerful 
euphorizing, unblocking effect. It is in- 
effective in most agitated depressions. It 
requires considerable length of time before 
exerting effect. Half of the successfully 
treated patients relapsed and had to be 
kept on maintenance therapy. 

Toxic features are of considerable degree 
and frequency. Fifteen out of 32 patients 
showed serious complications, among them 
7 cases of liver damage. The well-known 
minor complications occurred in the vast 
majority of patients. 

Indications for electroshock and Marsilid 
will rarely overlap since depressions with 
neurotic features were never a first choice 
indication for electroshock, and since the 


TABLE 2 


MarsiLip (IpRONIAZID) AND ELECTROSHOCK 


Average time until beginning of 
improvement 
Shortest time 
Longest time 


3 weeks 
1 week 


3 months 


Serious Complications in 32 Patients: 
Number of Patients 


Serious clinical liver damage 1 
Laboratory evidence of definite liver 
damage (3 plus cephalin flocculation) 4 
Laboratory evidence of mild liver 
damage (2 plus cephalin 

flocculation ) 

Convulsive seizure (nocturnal) 

Falls 

Excessive gain in weight 


prevalent group of psychotic depressions, 
the agitated depressions, failed to respond 
to Marsilid. It appears that the anti-de- 
pressive effect of Marsilid is exerted over 
the sense of increased physical well-being 
and increased energy induced by the drug. 
A possibly important chance observation 
was the disappearance of the manifesta- 
tions of psoriasis of 40 years uninterrupted 
duration and their reappearance after dis- 
continuation of the drug. 
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THE ROLE OF THE FATHER IN FAMILIES WITH A 
SCHIZOPHRENIC PATIENT * 


MURRAY BOWEN, M.D., ROBERT H. DYSINGER, M.D., ano 
BETTY BASAMANIA, M.S.S.? 


The father often plays a peripheral part 
in the intense conflict in a family with a 
psychotic patient. The intensity of conflict 
between mother and patient can defocus 
his importance in the family problem. This 
paper will focus on the function of the 
father in 10 families currently participating 
in a clinical research study. Lidz(5) was 
one of the first to focus specifically on the 
role of the father in these families. 

Four families, consisting of father, 
mother, and severely impaired schizo- 
phrenic patient have lived together on a 
psychiatric ward in a research center and 
participated in family psychotherapy for 
periods up to 2% years. An additional 6 
families with fathers, mothers, and overtly 
psychotic schizophrenic patients have been 
treated in outpatient family therapy for 
periods up to 2 years. The details of the 
theoretical and psychotherapeutic orienta- 
tion have been presented in other papers 
(2, 3). Theoretically, the psychosis in the 
patient is regarded as a symptom of a proc- 
ess that involves the entire family. Psycho- 
therapeutically, the family is treated as if 
it were a single organism. This report con- 
tains material from all 10 families. Detailed 
24 hour daily observations have been made 
on each member of the inpatient families. 
The study is thus a longitudinal one in 
which the day to day adjustment of the 
families has been followed for fairly long 
periods. 

This paper describes the father as he 
functions in the day to day life of the fami- 
ly. We believe there are theoretical and 
therapeutic advantages in viewing the 
family as a unit and also in following the 
family as it functions under varying situa- 
tions over a long period of time. In our 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Family Study Section, Clinical Investigations, Na- 
tional Institute of Mental Health, National Institutes 
of Health, U. S. Public Health Service, Department 
of Health, Education and Welfare, Bethesda, Md. 


experience, each family member functions 
in a variety of ways, determined quite as 
much by the reciprocal functioning of other 
family members as by forces inside himself, 
For instance, we often hear that “the father 
is jealous of the mother’s attention to the 
patient.” In these 10 families, this might 
be descriptively accurate for a single situa- 
tion but descriptively misleading if applied 
to a total family adjustment. To summarize 
this point, the father is viewed as he func- 
tions as part of the family unit over a pro- 
longed period of time. 

The primary family threesome is father, 
mother, and patient. Normal siblings have 
also participated in the family studies but 
the intense conflict remains pretty much 
confined to the father, mother, patient 
group. Another clinical point has been most 
striking. The family members are quite 
different in their relationships to figures out- 
side the family than they are toward those 
within the family. A parent might function 
successfully and efficiently in outside busi- 
ness and social relationships and yet, within 
the family group, find self paralyzed by 
indecision, immaturity and inefficiency. 

Functionally, there is a marked emotional 
distance between the parents in all 10 
families. There is considerable variation in 
the way the distance is maintained. One 
set of parents had a positive but very formal 
and controlled relationship. They had few 
overt differences, saw their marriage as 
ideal, and reported an active and satisfying 
sexual relationship. They used conventional 
terms of endearment with each other but 
wide areas of personal human experience 
were obliterated from their thinking and 
discussions. At the other end of the scale, 
another set of parents could not remain long 
together without arguments, shouting, and 
disagreement. In social situations they were 
congenial. In the middle of the scale, 8 sets 
of parents had adjustments with varying 
combinations of controlled positiveness and 
overt disagreement. They were aware of 
differences but consciously avoided touchy 
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points. They maintained sufficient imper- 
sonal distance to keep disagreements at a 
minimum. 

The fathers and mothers appear equally 
immature. The surface distance controls a 
deeper interdependence on each other. One 
parent denies the immaturity and functions 
with a fagade of overadequacy. The other 
accentuates the immaturity and functions 
with a facade of inadequacy. In their day 
to day living, the overadequacy of one, 
functions in reciprocal relationship to the 
inadequacy of the other. Ackerman(1) and 
Mittelman(6) are among those who de- 
scribe reciprocal functionings in marriages. 
A clinical manifestation of the problem is 
the “domination-submission” issue. The 
overadequate one is seen as “dominating” 
and the inadequate one as “forced to sub- 
mit.” Both complain of “domination by,” 
and of being “forced to submit to” the 
other. Both avoid the responsibility of 
“dominating” and the anxiety of “submis- 
sion.” Another clinical issue involves de- 
cision making. The families are incapable 
of decisions taat are routine for other 
families. One father stated this clearly when 
he said, “We cannot decide together on 
anything. I suggest we go shopping Satur- 
day afternoon. She objects. We argue. 
Neither will give in to the other. We end 
up doing nothing.” This example is charac- 
teristic of other decisions, both minor and 
major. Important decisions can remain 
undecided to be resolved by time, by cir- 
cumstance, or the advice of an expert. 
Decisions that are “problems to be solved” 
by other families become “burdens to be 
endured” by these families. This paralysis 
of indecision creates the impression of 
“weak families.” The paralysis subsides 
when one parent “dominates” the family. 

In all 10 families the parents hold emo- 
tionally charged, intense, opposite view- 
points about the proper treatment for the 
patient. This conflict exists when there are 
no other conflicts. One father said, “The 
only question on which we never agree is 
how to raise children and how to raise 
parakeets. Neither ever changes a stand 
and neither ever gives in.” The mother most 
often gets her way while the father op- 
poses, either actively or passively. After her 
way has failed, the father institutes his 


plan while the mother becomes his critic 
and the predictor of his failure. The cycle 
repeats over and over. 

There is a constant family relationship 
pattern in all the families. The parents are 
unable to have a close relationship with 
each other but each can have a close rela- 
tionship with the patient, if the other par- 
ent permits. The mother is usually close 
to the patient and the father is excluded, 
or he permits himself to be excluded, from 
the intense mother-patient twosome. The 
termp ‘intense” describes a close ambivalent 
relationship in which the thoughts of both, 
either positive or negative, are invested in 
each other. The pattern is most frequently 
changed by the mother, who withdraws 
from conflict with the patient, and leaves 


the patient with the father. In this situa- 


tion, the father functions as a substitute 
mother. The father may change the pattern 
with his own activity but he cannot win the 
patient until he has somehow dealt with 
the mother’s opposition. In such a situa- 
tion, the father may become cruel and 
dominating and the mother inadequate and 
whining. The patient’s psychosis is an ef- 
fective mechanism to rearrange family pat- 
terns. In our experience, it is easier for the 
mother to win the patient from the father 
than for father to win the patient from the 
mother. 

The fathers and mothers often divide the 
patient’s time just as divorced parents share 
their children. This has been striking in the 
5 families with schizophrenic sons. The 
parents had long been concerned about the 
sons’ attachments to their mothers. The 
mothers blamed the attachments on the 
fathers’ lack of interest in the sons. Both 
parents agreed that boys needed close re- 
lationships with fathers. All 5 fathers tried 
hard to get this closeness. One became a 
Boy Scout troop leader to encourage close- 
ness with his son. Another father main- 
tained a regular schedule of father-son ac- 
tivities. Another tried “to be pals” with 
his son, and another tried a continuing 
“man-to-man” approach. The mothers ap- 
proved the father-son efforts, but they did 
not give up their prior intense attachments, 
and the fathers’ efforts all failed. To sum- 
marize this point, the parents have an emo- 
tional divorce from each other but either 
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parent can have a close relationship with 
the patient, if the other parent permits. 
The family configuration emerges clearly 
in family psychotherapy. All 3 members 
attend therapy hours together. The thera- 
peutic effort is to analyze the existing intra- 
family relationships. There are periods 
when one of the threesome is absent from 
the hours. When all 3 are present, when 
the therapist does not structure the hour, 
and when the family follows the plan of 
working on its own problem in the hour, 
then the family group cannot avoid running 
into intense family conflict. This results 
in high anxiety, action, and progress in 
therapy. Any 2 members of the family three- 
some can successfully avoid anxiety issues 
and the therapy becomes a more intellectu- 
al, more sterile, and less profitable pursuit. 
The relative functioning of the father 
has been revealed clearly in the sharp 
changes that occur in the course of family 
therapy. The usual family begins therapy 
with a compliant, nonparticipating father 
and a mother locked in emotional turmoil 
with a hostile infantile patient. The initial 
hours deal with the conflict between mother 
and patient. When the father begins to 
participate, the conflict shifts to the father- 
mother relationship. As the father begins 
to assert his strength, the mother becomes 
more aggressive, more challenging, and 
then more overtly anxious. Her anxiety and 
tears can cause him to retreat from his 
stand. When the father can maintain him- 
self as head of the family in spite of her 
anxiety, the mother develops intense anxie- 
ty. One mother who had been aggressive, 
hostile, and dominating, changed in a few 
days to a kind, objective, motherly person. 
She said, “It is so nice to finally have a man 
for a husband.” Another mother said, “I was 
so happy to see him stand up for himself. 
I couldn't help fighting him. It was auto- 
matic. All the time I was hoping and hoping 
he would not get concerned about my 
anxiety and the things I said.” Another 
mother said, “If he can keep on being a 
man, then I can be a woman.” These 
changes can last until the parents encounter 
anxiety. Then they revert to their former 
way of functioning but the changes repeat 
with greater frequency and less turmoil. 
The pattern suggests that a fairly normal 


family is a flexible one in which parents 
can shift their functioning according to the 
prevailing reality without threatening either 
of them. The first to change in these families 
has been the parent in the inadequate 
position, whether it be father or mother. 

When the parents change their function- 
ing, the patient becomes more disturbed. 
The first real change in the patient takes 
place when the mother can maintain a firm 
stand against the child’s infantile clinging. 
During one change in the parents, the 
staff referred to the parental closeness as 
“the honeymoon.” When the parents can 
maintain a closeness in which they are more 
invested in each other than either is in- 
vested in the patient, then the patient 
makes rapid gains. When either parent be- 
comes more invested in the patient than in 
the other parent, the psychotic process be- 
comes intensified. 

There was a different change in one 
family. A son dominated a home with his 
psychotic demands. His parents, especially 
the father, were fearful of physical harm 
if they opposed him. The anxiety reached a 
peak in which the father took a stand. The 
patient attacked. The father subdued the 
son physicially. There was immediate peace 
and quiet in the house. Within a week the 
patient’s psychotic symptoms subsided and 
he returned to school. The father policed 
the home for a month. His relationship to 
the son had changed and the son’s rela- 
tionship to the mother had changed but 
there had been no change between father 
and mother. The father said, “I can’t take 
it any more.” He gave up his strong stand, 
the mother resumed her picking on the 
patient, and the patient resumed his psy- 
chotic behavior. The parents had each 
changed their relationship to the son with- 
out a change between themselves. 


SUMMARY 


A small number of fathers, mothers, and 
their schizophrenic children have been 
studied as a group and treated in family 
psychotherapy for periods up to 2% years. 
The view of the family as a single organism 
provides a broader, more distant perspec- 
tive than is possible with close up views of 
individual family members. An effort is 
made to avoid the use of terms and de- 
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scriptions that are associated with the more 
familiar individual perspective. 

The father is described as he is seen to 
function in terms of the broader family 
perspective. Several prominent patterns 
have emerged when the family has been 
viewed from this position. The family mem- 
bers, particularly the father and mother, 
function in reciprocal relation to each other. 
They are separated from each other by an 
emotional barrier which, in some ways, has 
characteristics of an “emotional divorce.” 
Either father or mother can have a close 
emotional relationship with the patient 
when the other parent permits. The pa- 
tient’s function is similar to that of an un- 
successful mediator of the emotional dif- 
ferences between the parents. The most 
frequent family pattern is an intense two- 
some between mother and patient which 
excludes the father and from which he 
permits himself to be excluded. The family 
pattern changes under varying individual 
and family circumstances in the course of 


daily living. 
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THE SOCIAL-LEGAL COUNSELLING BOARD : AN EXPERIMENT IN 
THE INTERDISCIPLINARY APPROACH INVOLVING LAW, 
PSYCHIATRY, AND SOCIAL WORK *” 


JOHN DONNELLY, M.D.,? C. GORDON EDGREN, M.D.,’ 
ROBERT SATTER, LL.B.,* anv MARY P. RYAN, MSSW, LL.B.* 


The Social-Legal Counselling Board was 
initiated in 1955 in Hartford, Conn., by 
attorneys whose work had brought them to 
realize the complex psychological and social 
difficulties which accompany many of the 
legal problems of their clients. The agency 
was established after a series of meetings 
of members of the 3 professions of law, 
psychiatry, and social work. The legal rep- 
resentatives included the Chief Justice of 
the highest appellate court, trial judges, po- 
lice court judges, probate officers, and 
lawyers. The psychiatrists were represented 
by the chief of the psychiatric department 
of a community general hospital and by 
the medical director of a private psychiatric 
hospital. The representatives of the social 
work profession included social workers, 
heads of the family welfare agencies, and 
officers of the local Community Chest. The 
agency was incorporated and the first presi- 
dent was the Judge of the Juvenile Court. 

The staff of the agency consists of the 
Executive Director and the secretary. The 
Executive Director is an attorney, a Judge 
of a Probate Court, and is also qualified as 
a social worker. Offices have been provided 
in the outpatient department of a private 
psychiatric hospital. 

The criteria for selection and referral of 
cases handled by the Social-Legal Counsel- 
ling Board are as follows : 

1. The case must present problems in- 
volving at least 2 of the 3 participating pro- 
fessions of law, psychiatry, and social work. 

2. At least one aspect of the problem 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Project supported in part by the Hartford Founda- 
tion for Public Giving and in part by the National 
Institute of Mental Health. 


3 Respectively, Medical Director and Clinical 
Director, Institute of Living, Hartford, Conn. 

4 Respectively, President and Executive Director, 
The Social-Legal Counselling Board, Inc., Hartford, 
Conn. 


must be of a legal nature, since the Social- 
Legal Counselling Board is primarily 
oriented towards the multi-dimensional 
cases which arise in a legal setting. 

3. General preference is given to cases 
referred by all courts, including Superior, 
Common Pleas, Probate, Juvenile and Police 
Courts, probation officers connected with 
these courts, and the county sheriff. 

4. Cases are also accepted, subject to the 
first two criteria, from lawyers, social 
agencies, and members of the clergy. 

When a client is referred, he is inter- 
viewed by the Executive Director who 
carries out a thorough investigation. This 
involves not only several interviews with 
the client but also personal contact with 
other members of the family and if neces- 
sary with school officials, probation officers, 
etc. Court records and the reports of other 
social agencies with whom the client might 
have had some previous contact are also 
examined. In this way, as complete a pic- 
ture as possible is obtained. When the 
workup has been completed, a full report 
is prepared. On the basis of her findings a 
decision is made by the Executive Director 
as to future disposition. Those cases which 
do not present a problem falling within the 
criteria established above are directed to 
other social agencies providing the service 
which appears needed. The remaining cases 
which would appear to benefit from the 
panel technique are retained. 

Because the majority of cases present 
problems in family relationships, the panel 
technique is most effective when other sig- 
nificant family members can be induced to 
participate. Thus not only the original client 
but also the other persons involved attend 
on the evenings when their problems are 
to be discussed. 

A panel consists of one representative of 
law, psychiatry, and social work, each 
drawn from a list of volunteer participants 
who have agreed to give their time and 
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experience. At the present time there are 
8 panels, the composition of each panel 
remaining constant. Panels may meet from 
as frequently as once a week to once a 
month. The time of the meeting is usually 
from 7:30 p.m. until about 11:00 p.m. Prior 
to the meeting of the panel, each member 
is sent a full report of the investigation and 
findings of the Executive Director. The 
panel meets in executive session with the 
Director for approximately the first half 
hour to discuss the problems raised in the 
report and to define the method of ap- 
proach. Frequently it is agreed that the 
legal and social work aspects of the problem 
will be dealt with first. This clears away 
the superficial problems and discloses the 
underlying psychological difficulties. In 
order to provide direction, one member of 
the group assumes the task of leading the 
initial part of the discussion. 

The panel then meets with the client. The 
Executive Director, who is a participant, 
presents in the presence of the client a very 
brief outline of her discussions with the 
client. The member of the panel previously 
designated starts the proceedings by ex- 
ploring those aspects of the problem within 
his professional competence. From this 
point, the discussion becomes generalized 
with each member participating to bring 
out all the dimensions of the problem which 
he is particularly competent to evaluate. 

The other members of the family in- 
volved in the problem are likewise inter- 
viewed separately that evening. The panel 
meets again in executive session, at which 
time further areas to be explored are de- 
fined and recommendations to be made are 
framed. Thus it may be decided to meet 
immediately with both conflicting parties 
together for further discussions ; or to hold 
further meetings with the parties at a sub- 
sequent date; to make an immediate re- 
ferral to appropriate facilities such as a 
social work agency or to a psychiatric out- 
patient department, or even to inpatient 
care. Sometimes where it appears that one 
member of the panel can provide a needed 
service, he may assume responsibility for 
follow-up interviews with the individuals 
directly. In general, the trend is towards 
two or more meetings of the panel on 
each problem. While it may appear that 


only superficial problems could be han- 
dled by such brief contact, nevertheless the 
success achieved in a number of situations 
has been most rewarding. 

The following table gives an overall im- 
pression as to the number of cases referred 
and their disposal between the inception 
of the agency in January 1956, and April 
1958 : 

1. Number of referrals 

2. Pending evaluation 

3. Number of withdrawals prior to 
completion of social work in- 
vestigation 
. Number of withdrawals after com- 
pletion of social work investiga- 
tion but before meeting panel 

5. Number referred to psychiatric 
clinics prior to panel 

6. Number referred to other social 
agencies prior to panel 

7. Number of referrals meeting with 
panel 

Number of persons 
viewed by panels 

8. Number referred to psychiatric 
clinics after panel 

9. Number referred to social agencies 
after panel 17 

10. Number who broke off after panel 5 

Although it is difficult to get actual 
figures, it would appear so far that the 
percentage of clients completing the proc- 
ess as far as seeing a panel is at least as 
great as the percentage of clients who have 
more than one interview with social agen- 
cies in the community. 

For the first year each panel of a lawyer, 
psychiatrist and social worker was dis- 
charged at the conclusion of each case. As 
a result, panel members tended on many 
occasions to be unfamiliar with each other 
and with each other’s method of opera- 
tion. Their effectiveness was impaired be- 
cause of the varying rivalries, differences, 
outlook, beliefs, resulting in a lack of 
rapport between panel members. This be- 
came even more clear when a meeting of 
all the psychiatrists, a meeting of the social 
workers, and a meeting of the attorneys 
were held to review the reactions to the 
first year’s work. The difficulties in inter- 
professional relationships were well ex- 
emplified at the meeting of the social 
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workers, most of whom expressed some dis- 
comfort in the panel situation. The reasons 
given for this discomfort included the un- 
certainties they felt about their roles in re- 
lation to other members of the panel, the 
difficulty of working in this type of relation- 
ship with panel members they were meet- 
ing for the first time, anxiety about things 
done both by the psychiatrist and the 
lawyer, inability to control the situation as 
they can in the ordinary interview between 
social worker and client, a feeling that social 
workers were expected to come up with im- 
mediate solutions. This discomfort was 
also felt by some of the psychiatrists. For ex- 
ample, one viewpoint of the psychiatrists 
was that the physician could do a better 
job if he could have a personal interview, 
because his techniques depended to a large 
extent on the relationship created with the 
client. The attorneys, as a group, were the 
most favorably disposed to the experience. 

All groups agreed that anxieties in the 
interprofessional relationships might be 
greatly reduced and perhaps eliminated if 
the representatives of each profession could 
continue working together on the same 
panel. This principle has been adopted. As 
the members have become better acquaint- 
ed with each other and with each other’s 
points of view and modes of operation, it 
is our firm impression that the rapport de- 
veloped between panel members has been 
reflected in the clients’ being more relaxed 
and consequently more productive in their 
participation. 

In view of the feelings expressed by both 
psychiatrists and social workers concerning 
their preferred role in a one-to-one rela- 
tionship with a patient or client, some pre- 
liminary observations have been made as to 
the effect of the multiple relationship used 
in this technique. When the members of 
the panel have become familiar with each 
other, many anxieties disappear, especially 
with regard to status and to fancied ex- 
pectations by the others. The group be- 
comes unified in its aims and direction. It 
is believed by some of the professional 
participants that there are many advan- 
tages. For example, the relationship of the 
client to the panel as a unit eliminates or 
minimizes transference and countertrans- 
ference distortions which may arise in the 


one-to-one relationship. Again many of the 
clients are more fearful of a one-to-one 
relationship with a therapist initially but 
are willing to attend a meeting with differ- 
ent professions represented. Moreover, the 
professionals, especially the psychiatrist and 
the social worker, see themselves less in- 
volved in the psychotherapeutic role and 
consequently deal in a more direct fashion 
in helping the client see his problems on a 
reality basis. 
SUMMARY 


Several points should be made with re- 
gard to the effectiveness of the agency. 

1. It has been our experience that a 
number of problems which appear initially 
in the guise of legal problems can be re- 
solved by such an approach. Further, this 
technique has laid a solid groundwork for 
the solution of many other situations. 

2. It is of great advantage to have mem- 
bers of the different professions available at 
the same time, each with their specialized 
knowledge. In this way issues can be dis- 
cussed, defined, and even settled, which in 
the normal procedure would necessitate 
several interviews with the lawyer, the psy- 
chiatrist, or the social worker individually. 
Many superficial problems are quickly 
placed in focus or even resolved and the 
underlying psychological difficulties become 
more apparent to the client. 

3. The speed at which complicated mari- 
tal problems can be investigated and ex- 
posed to the persons involved is greatly 
increased. Maneuvers of the individuals to 
displace and rationalize responsibility in 
the marital situation are less successful in 
the panel setting and the clients become 
more receptive to guidance from a group of 
experts than from an individual. 

4. Many of the clients referred by social 
agencies have been sent back to these 
agencies with better motivation, more un- 
derstanding and with greater incentive to 
work out their difficulties. This is particu- 
larly true of those clients who have had 
previous contact with social agencies but 
who have broken that relationship. It has 
also been the impression of some social 
workers that clients referred to them after 
passing through the Social-Legal Counsel- 
ling Board process make more rapid move- 
ment than comparable cases not referred 


4 
> 
- 
| 
: 


1024 


THE SOCIAL-LEGAL COUNSELLING BOARD 


[| May 


by the Board. Some of the local agencies, 
as a result of the work of the Social-Legal 
Counselling Board, have been seriously dis- 
cussing the development of a comparable 
type of interdisciplinary approach within 
their own agencies. 

5. A number of clients who previously 
were resistive to individual psychotherapy 
have, as a result of their experience with 
the panel, placed themselves under psychi- 
atric treatment. 

6. Prominent has been the effectiveness 
of the agency as an interprofessional edu- 
cational medium—one of the primary aims 
in its establishment. Those participating 
have expressed a greater understanding of 
the areas of activity and effectiveness as 
well as the limitations of the other pro- 
fessions. The attorneys, for example, be- 
come much more aware of the importance 
of the extra-legal aspects of cases coming 
to them. They also become aware of how 


the legal aspects of a problem may arise 
as the result of unconscious manipulations 
by a client. With this recognition the num- 
ber of cases referred by attorneys to the 
agency is increasing. The agency is now 
receiving recognition by some of the courts 
particularly in cases involving the custody 
of children and in criminal cases involving 
substantial psychological problems. 

This is a preliminary report on approxi- 
mately the first two years of operation. 
From the beginning a number of questions 
have arisen such as the collection of per- 
tinent data, the application of the principle 
on a community level, and problems in 
group dynamics. A part-time sociologist has 
now been brought into the picture to help 
in the evaluation of these points. It is 
recognized by the authors that adequate 
follow-up studies are not yet available, 
though these are being made as part of 
the continuing program. 
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CLINICAL NOTES 


CYLOSERINE AS AN ANTIDEPRESSANT AGENT 


GEORGE E. CRANE, M.D.! 


Cycloserine*, an antituberculous drug 
has been known to cause convulsions and 
to aggravate psychoses(1). Its antidepres- 
sant effects have not been studied in detail 
nor, to my knowledge, have they been re- 
ported in the psychiatric literature. This 
study will deal with the drug’s action on 
the neurasthenic-depressive syndrone in tu- 
berculosis which is clinically related to the 
psychogenic depressions. 


CLINICAL MATERIAL * 


Group A consisted of 16 males and 15 
females, aged 19 to 67, with various forms 
of tuberculosis who were treated with 
cycloserine, administered with Pyridoxine, 
and other antibiotics. The duration of treat- 
ment ranged from 4 to 30 months and the 
daily dosage from 500 to 2000 mg. Findings 
were based on a single interview of the pa- 
tient and an examination of his record ; 
therefore only spontaneous information and 
unequivocal data were used for psycho- 
pharmacological evaluations. Thus, 13 pa- 
tients were excluded since their mental 
changes might have been the combined 
effects of cycloserine and improved lung 
pathology. Group B was more homoge- 
neous : it consisted of 11 males and 8 fe- 
males (aged 33 to 63), all clinic patients 
with a slowly progressing tuberculosis and 
chronic depression. The daily dose of cyclo- 
serine was 500 to 750 mg. and the duration 
of treatment one year in all but 2 patients. 

The psychological changes which oc- 
curred in the 18 patients from Group A and 
in the 19 patients from Group B were at- 
tributed to specific drug action for the fol- 


1 Form the Divisions of Neuropsychiatry and of 
Pulmonary Diseases, Montefiore Hosp., The Bronx, 
N. Y. 

2 D-4-amino-3-isoxazolidone supplied as Seromy- 
cin®, Lilly. 

81 wish to thank Dr. H. Abeles and Dr. V. Leites 
of the Department of Health, N. Y. C., and Dr. I. G. 
Epstein and Dr. P. Auspitz of the Metropolitan Hos- 
pital, N. Y. C. for their kind cooperation. 


lowing reasons: (a) a mental change in 
excess of physical improvement; (b) the 
absence of systemic symptoms when the 
treatment was initiated ; (c) a prompt re- 
sponse to the drug ; and (d) a simultaneous 
reduction of specific mental symptoms and 
general depression. Patients in whom treat- 
ment was discontinued due to early toxicity 
were not available for study, therefore both 
groups were biased especially in regard to 
the incidence of toxic reactions. 


FINDINGS 


Twenty-seven patients reported a sub- 
stantial improvement of a psychological 
nature, 3 a partial improvement while 7 
were unchanged or worse. There was a less- 
ening or complete reversal of anorexia in 
23, of asthenia in 25 and of insomnia in 15 
patients. Most individuals experienced a 
reduction of apathy, of phobias and of 
somatic tension symptoms ; they felt less in- 
adequate and self-effacing and were more 
relaxed in human relationships. Eleven pa- 
tients experienced these changes in less 
than 2 weeks, 8 in one month and 8 in 1 to 
6 months. In a third group of tuberculous 
patients frequent psychiatric examinations 
were done prior and during the treatment 
period with cycloserine. Psychological im- 
provement was noted in 4 of 7 cases. One 
patient who had received psychiatric care 
from the author since 1953 was of particu- 
lar interest. 


Case Report.—Y.D., a female aged 41, con- 
tracted pulmonary tuberculosis in her late 
teens and spent many years in hospitals. She 
was depressed and hopeless when she began 
treatment with cycloserine in February 1958. 
In the 5th day of her treatment, her weight, 
essentially unchanged for 20 years, began to 
rise, new energy emerged and a more opti- 
mistic attitude developed. Her chronic fears 
lessened to the point where she could travel by 
herself without apprehension. Other changes 
in the direction of greater self-reliance became 
apparent; for instance, she had had difficulty 
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purchasing bedroom garments because they 
reminded her of hospitals, yet this problem 
no longer existed after a few months of treat- 
ment. This mental change inevitably clashed 
with her physical impairment but her early 
gains were never lost. Except for an improve- 
ment of her cough and a weight gain of 20 lbs., 
there was little physical change. 


Toxicity : Neurological side effects. Diz- 
ziness and fogginess (13), disorientation 
(1), excessive sleep (9), automatism (1), 
insomnia (2), convulsions (1); most of 
these symptoms cleared in the early part 
of therapy, the convulsions occurred in a 
drug addict with 1% gm. a day but not with 
lesser doses. Impaired memory (3), im- 
paired vision (1), paraesthesia (1), speech 
and attention lapses (3) were present 
throughout treatment ; the last two effects 
were, in all likelihood, ictal. The psychiatric 
side effects were as follows: general ten- 
sion (2) ; overactivity (6) ; psychotic reac- 
tions (5: paranoid symptoms in a schizo- 
phrenic, in a drug addict, in 2 patients re- 
ceiving Marsilid and depersonalization in 


an alcoholic patient treated with Marsilid 
10 days before). Dermatitis with hair 
loss (2) and dismenorrhea (1) were the 
only non-neuropsychiatric side effects. All 
toxic symptoms disappeared rather rapidly 
upon discontinuation of the drug. - 


CONCLUSION 


Cycloserine appears to be a psycho- 
pharmacological agent in that 1. It re- 
verses depressions to normal or hyperactive 
mood and at the same time causes subtle 
changes in behavior ; 2. It may aggravate 
mental disorders ; and 3. It seems to poten- 
tiate Marsilid. Cycloserine may become a 
valuable tool in psychopharmacological re- 
search and may also find therapeutic use in 
depressions, provided the initial dose does 
not exceed 500 mg. a day and potentially 
psychotic patients receive more than aver- 
age supervision. 
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COMPARISON OF PROCLORPERAZINE AND CHLORPROMAZINE 
IN HOSPITALIZED CHRONIC SCHIZOPHRENICS 


PETER D. KING, M.D.1 anp WALTER WEINBERGER, M.D.? 


Twenty-seven male and 45 female schizo- 
phrenics who had been hospitalized an 
average of 13.9 and 9.6 years, respectively, 
were interviewed by a rating scale(1), and 
matched in trios.* Random assignments of 
each member of the trios to proclorpera- 
zine, 100 mg. daily, chlorpromazine, 400 
mg. daily, and lactose placebos were made, 
and the capsules were given (b.i.d.) for 10 
weeks. Then patients were again inter- 
viewed by the rating scale, the interviewer 


1 Clinical Director and Director of Research, Madi- 
son State Hosp., Madison, Ind. 

2 Chief of Medical Services, Hollidaysburg State 
Hosp., Hollidaysburg, Pa. 

8 Grateful acknowledgment is made to Peter B. C. 
B. Ivory, M.D. of Warren State Hospital, Warren, 
Pa. for his assistance; to Smith, Kline, and French 


laboratories for furnishing the drugs and placebos’ 


used in this project ; and to Mrs. Ellen Epright of 
Hollidaysburg State Hospital for doing all laboratory 
studies for this project. 


(P.K.) having only an alphabetized list 
without any indication of previous rating 
score or medication. Scores were compared 
statistically with the pretreatment scores. 

Hemograms, differentials, serum _bili- 
rubins, blood pressure determinations, and 
urine tests for chlorpromazine(2) were 
made on all patients before, and 1, 3, 6, and 
10 weeks after starting the capsules. 


RESULTS 


1. Mean rating scores for each group be- 
fore treatment were 71.0, 71.2, and 70.5, 
and were not significantly different from 
each other, nor from pretreatment scores 
of any of the 5 groups in an earlier 
study(1). 

2. All 3 groups showed a significant im- 


. provement after the 10 weeks (p<.01). 


The placebo group improved by 5.0, the 
proclorperazine group by 7.0, and the 
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chlorpromazine group by 8.9 points. These 
changes were not significantly different 
from each other ; however men on chlor- 
promazine and proclorperazine showed a 
significant change of 6.9 points greater than 
their matched controls (.01l<p<.05). The 
women did not show this difference. 

3. There was no significant change in 
red cell counts, hemoglobins, bilirubins, or 
blood pressures during the 10 weeks of 
medication. No cases of jaundice or agranu- 
locytosis were seen. Chlorpromazine tests 
on urines(2) were positive for all patients 
assigned chlorpromazine, varying on them 
from one-plus to three-plus. 

4. Parkinsonism was seen only in 12 of 
the 24 patients getting proclorperazine. It 
was controlled by Kemadrin 2.5 mg. b.i.d. 

5. The mean white cell count dropped 
1088 in proclorperazine patients (p<.05) 
and 1800 in chlorpromazine patients (p 
<.01). It showed no significant change 
in patients getting placebos, and none of 
the 3 groups showed any significant change 
in differential white counts. 


Discussion 


There was no change in the control group 
in the earlier study(1) ; however, that con- 
trol group received no placebos, while this 
control group did. Beecher(3) reported an 
overall placebo effectiveness of 25.2+ 2.2%, 
while Gliedman, et al.(4) reported signif- 
icant placebo effectiveness in reducing 
anxiety and other “neurotic” symptoms in 4 
out of 5 studies (p<.01). The present study 
is the first, to our knowledge, to present 
evidence for a “placebo effect” on psychotic 
symptoms. Whether it was due to “placebo 
effect” per se, added attention of personnel, 
or both, remains to be determined. 


Cares, et al.(5) reported twice as many 
white cell counts between 3 and 5 thou- 
sand in patients getting chlorpromazine as 
in control patients. To our knowledge, leu- 
kopenia remains unreported with proclor- 
perazine until now. Its occurrence with 
both drugs is on observation worthy of 
further study. 

In this study, chlorpromazine gave re- 
sults as good as, or better than proclor- 
perazine with far less Parkinsonism. This 
suggests that the beneficial effects of the 
phenothiazine derivatives are not con- 
nected with Parkinsonism, which agrees 
with Freyhan’s findings(6). 

In conclusion, significant improvement 
was seen with placebos, proclorperazine, 
and chlorpromazine in hospitalized chronic 
schizophrenics. This is evidence of a 
“placebo effect” on psychotic symptoms. 
Chlorpromazine was as good as, or better 
than proclorperazine in the results seen. 
Both proclorperazine and chlorpromazine 
resulted in a significant leukopenia which 
was greater with chlorpromazine. The me- 
chanism of this leukopenia remains to be 
determined. 


BIBLIOGRAPHY 


1. King, P. D.: Am. J. Psychiat., 115 ; 354, 
1958. 

2. Forrest, F. M., Forrest, Irene S., and 
Mason, A. S.: Am. J. Psychiat., 114: 931, 
1958. 

3. Beecher, H. K. : JAMA, 159 : 1600, 1955. 

4. Gliedman, L. H., et al.: AMA Arch. 
Neurol. & Psychiat., 79 : 345, 1958. 

5. Cares, R. M., et al.: Am. J. Psychiat., 
114: 318, 1957. 

6. Freyhan, F. A.: 
115 : 577, 1959. 


Am. J. Psychiat., 


INTENSIVE SHORT-TERM THERAPY IN A DAY CARE FACILITY 
FOR CONTROL OF RECURRENT PSYCHOTIC SYMPTOMS 


ELSE B. KRIS, M.A., M.D.! 


In a follow-up study conducted over a 
period of several years on 450 patients re- 
leased from mental hospitals, a number of 
psychotic relapses (about 10%) were ob- 


1 Research Unit, Aftercare Clinic, 2 West 13th St., 
New York 11, N. Y. 


served. These were brought about by vari- 
ous factors, such as environmental stress or 
discontinuation of maintenance pharmaco- 
therapy. 

To prevent rehospitalization in such 
cases, a pilot study was started in January 
1958 to ascertain whether they could be 
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successfully treated in a day care facility. 
Here these patients received phrenotropic 
drugs either parenterally or orally under 
the supervision of psychiatrist and nurse, 
and the required dosage was adjusted 
daily. They were kept busy under the 
guidance of an occupational therapist. The 
social worker attempted to assist with any 
existing family problems. This set-up has 
shown very promising results in 26 patients 
(21 women and 5 men), who, having ad- 
justed well to community life suddenly 
showed recurrence of symptoms which re- 
quired quick controlled action in order to 
prevent rehospitalization. All were diag- 
nosed as schizophrenics. 

Patients requiring such care which was 
provided from Monday through Friday 
every week from 9.30 a.m. to 4:30 p.m., 
were able, after 2 to 4 weeks of attendance, 


to return to their household duties or their 
jobs. Staying away for such a very limited 
period of time did not cause them to lose 
their job, and they returned to work as 
after any physical illness. 

Children in the home were taken care of 
during this time by a member of the 
family, a neighbor or friend, and the need 
for foster home placement was avoided. 
The results appeared to indicate the value 
of such temporary treatment facility, mak- 
ing control of acute psychotic relapse pos- 
sible within a very limited period of time 
outside the hospital setting. 

The study will now be continued on a 
larger scale for a period of 3 years under a 
Research Grant from the Department of 
Health, Education, and Welfare, National 
Institute of Mental Health, Bethesda, 
Maryland. 


PRE-ADMISSION DRUG TREATMENT OF STATE PSYCHIATRIC 
HOSPITAL PATIENTS’ 


ALBERT A. KURLAND, M.D., GERTRUDE L. NILSSON 
anp THOMAS E. HANLON, Ph.D.? 


In preparation for a study of the com- 
parative effectiveness of 6 phenothiazine 
tranquilizers in treating acutely disturbed 
patients newly admitted to a state psychia- 
tric hospital, it became important to deter- 
mine whether any of these patients had 
been given phenothiazine tranquilizers 
prior to admission, and if so at what 
dosage ; how many of these patients had 
had treatment of any kind for their psychia- 
tric illnesses in the year prior to hospitaliza- 
tion, and by what means. 

The population selected for study con- 
sisted of the first 100 patients admitted to 
the Comparative Drug Project (MY-2152) 
—patients between the ages of 18 and 65 
who were non-alcoholic, who displayed no 
evidence of any acute or chronic brain 
damage, and who were considered by the 


1 Supported by Research Grant MY-2152 of the 
National Institute of Mental Health administered by 
Friends of Psychiatric Research, Inc., Baltimore, Md. 

2 Respectively, Director of Medical Research, Spe- 
cial Research Assistant and Chief Research Psycholo- 
gist, Department of Medical Research, Spring Grove 
State Hosp., Baltimore 28, Md. 


admitting physicians to be good candidates 
for phenothiazine tranquilizers on the basis 
of such target symptoms as hyperactivity, 
hyper-emotionalism, aggressiveness, 

the general appearance of being actively 
disturbed 


A somewhat disquieting finding was that 
of the whole group, 43 had had no medical 
treatment of any kind for their mental ill- 
nesses in the year prior to admission. Treat- 
ment and treatment resources for the re- 
maining 57 are presented in Table 1. 

A survey of the pre-hospital treatment of 
the 30 patients treated with phenothiazines 
brings up the question of inadequate drug 
dosage compared with that customarily pre- 
scribed in the hospital. By hospital criteria, 
only 1 of the 30 had had adequate dosage— 
400-800 mg. of Sparine daily. The others 
had received such regimens as Thorazine 
25-50 mg. t.i.d. ; Trilafon 4 mg. t.id. ; Com- 
pazine 5-10 mg. t.i.d.; and Sparine 50-100 
mg. t.i.d. 

Also, it is interesting to note that of the 
30 patients treated with phenothiazines, 14 
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30 patients treated with phenothiazines* 
22 patients treated with non-phenothiazine drugs 
5 patients treated, but not with drugs (ECT, 
psychotherapy ) 


Totals 


had had only one prescription each, 6 had 
had 2 or 3 prescriptions, and only 10 had 
had 4 or more prescriptions. Consequently, 
questions arise also about : 1. The mainten- 
ance of fixed dosage schedules; 2. The 
practice of changing from one phenothia- 
zine to another without exploring the ef- 
fects of increased dosage ; and 3. The in- 


* Two patients had obtained prescriptions from 2 sources. 


DRUG INDUCED TRANQUILIZATION VS. 
- DRUG INDUCED AGITATION * 


Non-Psychi- Psychiat. Psychiat. Hospital 


atric private clinics Genl.& 
Physicians practice Psychiat. 
16 5 6 5 
18 4 0 0 
0 3 1 1 
34 12 7 6 


frequency with which the patient is seen 
by the physician who prescribes medication 
in the initial phase of drug therapy. 
Further studies are in progress to deter- 
mine the factors responsible for these ap- 
parent inadequacies in the pre-hospital 
treatment of patients developing an acute 
psychosis. 


HILDA MUSZYNSKI, M.D. anp EARL R. MAFFETT, M.S.” 


Tranquilization has been stressed as the 
major and most desired effect of the newer 
“psychotropic” drugs. The physiological 
mechanisms leading to tranquilization are 
not too well understood. It may be con- 
nected with inhibition of excitatory stimuli 
to cerebral motoric centers. Another theory 
attributes the tranquilization to a general 
increased tolerance to stress, manifested as 
indifference. It is assumed at times that 
the inhibitory, relaxing effect of the drugs 
could relax the motoric component of 
anxiety and by this decrease the intensity 
of the anxiety. Some workers favor the 
theory that hallucinations and delusions 
agitate an individual and that tranquiliza- 
tion in psychotics could be connected with 
the anti-hallucinatory effects of the drugs. 

Besides the more common tranquilizing 
effect, the drugs, particularly reserpine and 
trifluoperazine, seem at times to produce an 
opposite, agitating effect(6, 7). 

1 We want to acknowledge the great help which 
we received from Dr. Earl F. Morris in the investiga- 
tion leading to this paper and also in its preparation. 
He died before it was published. 

2 State Hospital No. 3, Nevada, Mo. 


The mechanisms leading to agitation are 
not well known either. So far mostly two 
etiologies have been considered. Goldman 
(8) states : 


In some patients it seems to consist of anxiety 
generated by the earliest manifestations of 
Parkinsonism . . . In some patients who have 
better capacities to communicate, particularly 
after the relief of gross psychotic manifesta- 
tions, restlessness and anxiety, which can be 
called “turbulence,” seem to arise in the loss 
of compensating mechanisms represented by 
delusions and hallucinations, or psychoneurotic 
symptoms. Such relatively intense “free float- 
ing” anxiety should therefore be considered a 
manifestation of the primitive disturbance 
which cannot be isolated from the primitive 
functional consciousness in which it arose. 


Descriptions of drug effects have been 
similar(6, 7, 8,), but the evaluation of the 
usefulness of tranquilization is controversi- 
al. Some workers feel decreased anxiety 
makes the patient more amenable to psy- 
chotherapy, while others believe the drug 
induced indifference to be an obstacle for 


dynamic therapy. 
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To our knowledge the predominant 
opinion regarding the agitating effect of 
the drugs is that it is unfavorable for the 
desired outcome of the treatment. We con- 
sider, on grounds of our observations, drug 
induced agitation a useful addition to drug 
induced tranquilization. We induce it sys- 
tematically by abruptly withdrawing the 
drugs after a sufficient degree of suppres- 
sion, or “tranquilization” has been achieved. 
Agitation occurs a few days after with- 
drawal of the drugs and involves anxiety 
and often depression. It is in our cases not 
connected with Parkinsonism. We prevent 
Parkinsonism by always giving antispas- 
modics concurrently with the tranquilizers 
and continue their administration beyond 
the withdrawal of the tranquilizers. 

From communications by our patients 
we can only agree with Goldman that this 
agitation is a reaction to the re-appearance 
of a primary anxiety or depression, for 
which the patient is, at this phase, unable 
to compensate with his familiar psychotic 
mechanisms(2, 3). If the drug induced 
suppression has been deep enough, the 
post-withdrawal depression severe enough 
and interfered with as little as possible, it 
is infallibly followed by a phase involving 
decreased psychotic manifestations, and in- 
creased spontaneity and responsiveness(4). 

After 3 to 4 weeks this phase is usually 
followed by a recurrence of psychotic mani- 
festations, but persistent repetition of this 
procedure results in progressively milder 
withdrawal depressions, while the phases 
of remission last longer and are more satis- 
factory each time. It seems as if the patient 
gradually “learns” how to handle depres- 
sions by other than psychotic defenses. 

The patient’s excellent responsiveness 
without tranquilization during the periods 
of remission facilitates psychotherapy. The 
patient’s repeated exposure to a depression 
which iy more or less similar to the one for 
which he compensated by psychotic de- 
fenses, is also of benefit for a dynamic ap- 
proach. His temporary inability to form 
psychotic defenses seems to increase his 
motivation for accepting help from his en- 
vironment for relief of his distress(11). It 


seems further as if the induction of severe 
psychological stress after “relapses” alter- 
nating with periods without drugs, but with 
empathy and psychotherapy, represents an 
effective negative and positive reinforce- 
ment management by which the patient’s 
motivation can be conditioned faster into 
desirable channels than by either somatic 
or psychological means alone(5, 10, 12). 

Drug induced depressions are so genu- 
ine and—differently from psychotic mani- 
festations—so communicable, not to say con- 
tagious, that the anxieties of the attending 
personnel may at times become quite a 
problem. However, the experience of shared 
anxiety, followed by the experience of 
shared relief, results in a high degree of 
mutual empathy, which seems to be another 
contributory factor to the satisfactory re- 
sults of this treatment without the physical 
stress of insulin treatment, in which these 
mechanisms probably also play an impor- 
tant part(1, 9). 
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EXPERIENCE WITH TRIFLUOPERAZINE IN 110 FEMALE 
SCHIZOPHRENICS 


WALTER KRUSE, M.D. 


The patients included in this study were 
female schizophrenics who had been ill for 
an average of 5.3 years and had failed to 
respond to previous treatment (the various 
neuroleptic drugs, ECT, insulin coma, 
lobotomy). Their average age was 37.4 
years. Most of the patients were started on 
one 5 mg. tablet of Trifluoperazine? b.i.d. 
The highest dose given was 100 mg. a day. 
In 42 patients a daily dosage of 20 mg. 
proved sufficient to produce an optimum 
effect.A number of patients on maintenance 
medication did very well on a once-a-day 
schedule. Duration of treatment in the 
group as a whole ranged from 2 to 8 
months. The response occurred rather 
early in treatment, usually between the 
first and fourth week. 


RESULTS 
Excellent response (on trial visit 
or ready to be discharged ) 20 patients 
Good response (Alleviation of most 
of the psychotic symptoms) 58 patients 
Fair response 24 patients 
Unaffected or worse 8 patients 
Total 110 patients 


Discussion 
We saw no evidence of jaundice, convul- 
sions or blood dyscrasias. One patient 
showed severe hypotension. A macular 
skin eruption was seen in 2 patients, and 
blurring of vision was reported by 18 pa- 
1 Danvers State Hosp., Hathorne, Mass. 


2 Trifluoperazine was supplied as “‘Stelazine” by 
Smith Kline and French Laboratories. 


tients. Increased agitation was a problem 
in 6 cases ; neither addition of antiparkin- 
sonian agents nor of small doses of pheno- 
barbital helped to any extent. Reduction of 
dosage below 10 mg. daily eliminated the 
agitation, but was apparently insufficient to 
produce improvement of the mental condi- 
tion. 

Varying degrees of Parkinsonism and 
especially akathisia were seen in 90 pa- 
tients. All but 12 were relieved by varying 
dosages of antiparkinsonian agents. When 
these were omitted, however, even after 7 
months of continuous medication, the ma- 
jority of the patients experienced the same 
unpleasant symptoms again, indicating 
that the effect upon the extrapyramidal 
system was present as long as trifluopera- 
zine therapy continued. Oculogyric crises, 
torticollis, hyperextension of neck and 
trunk and similar dramatic dyskinetic re- 
actions were seen in 4 cases. These re- 
actions showed no tendency to occur more 
than once in the same patient. 

Those patients who had previously been 
on other neuroleptic drugs were generally 
inclined to prefer trifluoperazine because 
of its minimal impairment of alertness. 
Twenty-two patients, however, stated that 
they would prefer chlorpromazine, because 
it had not caused them to become restless 
and agitated. But this attitude did not pre- 
vent them from showing a favorable re- 
sponse objectively : 16 of the 22 showed a 
good and 2 showed a fair response, while 
neither had responded to earlier drug 
treatment. 
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CLINICAL EFFICACY OF PROCLORPERAZINE (COMPAZINE ) 
IN MENTAL ILLNESS 


F. REGIS RIESENMAN, M.D. ann MANSON B. PETTIT, M.D.’ 


Studies with proclorperazine ? were con- 

ducted on 100 hospitalized and 50 non- 
hospitalized patients during a 15-month 
period.’ The series comprised chronic psy- 
chotics, psychoneurotics: and patients with 
personality disorders characterized by ten- 
sion states. Psychotics were overactive, de- 
lusional and confused; some were com- 
bative and many were difficult management 
problems. Psychoneurotics manifested anx- 
iety, tension, apprehension and a host of 
somatic complaints. Those with personality 
disorders acted out their conflicts, were 
antisocial, and resorted to alcohol and 
drugs. 
In the hospitalized group the duration of 
illness ranged from 1% years to 29 years 
(average 7 years). There were 77 psycho- 
tics, 18 psychoneurotics and 5 with per- 
sonality disorders. About two-thirds of the 
group had been treated previously with one 
or another tranquilizing agent or ECT, but 
had failed to show or maintain any appreci- 
able improvement. Fifteen patients were 
given psychotherapy along with proclor- 
perazine. 

Of the 50 nonhospitalized patients, 37 
were psychoneurotics, 5 had personality 
disorders and 8 were psychotics. Approxi- 
mately 2/3 of the group were sick one year 
or less. Most of the patients were started 
on oral medication, 10-25 mg. b.i.d. or t.i.d. 
Dosage was increased gradually by 10-25 
mg. every 3 to 7 days until clinical improve- 
ment was achieved or bothersome side 
effects supervened. When rapid control of 
agitation and excitement became necessary, 
proclorperazine was given intramuscularly, 
10-20 mg. every 3 to 5 hours for a 1 to 10- 
day period. Spansule sustained release cap- 
sules were also given, especially as main- 
tenance dosages, 15, 30 and 75 mg., once 


1 Respectively, Assistant Chief William A. White 
Service, and Clinical Director, St. Elizabeths Hospital, 
Washington, D. C. 

2 Supplied through the courtesy of Smith Kline & 
French Laboratories, Philadelphia, Pa. 

8 We wish to acknowledge the assistance of Mrs. 
Angela E. Thorne and Timothy F. Doherty in the 
preparation and typing of this report. 


or twice daily. In this form the drug is pre- 
pared as pellets which dissolve gradually 
and continuously to provide, with a single 
dose, a therapeutic effect lasting 10-12 
hours. Daily dosages as high as 225 mg. 
were given to the more disturbed patients. 
The average daily dose for psychotics was 
100 mg. and for neurotics 30 mg. The aver- 
age duration of treatment was 5 months 
with a range of 2 months to one year. 

The side effects in the 150 patients con- 
sisted of drowsiness 8, depressions 3, Park- 
insonism 24, dermatitis 4, nasal stuffiness 
12, turbulence 27 (18% factor) and para- 
doxical reaction 18 (12% factor). The tur- 
bulence was quickly overcome by rapid 
increase in dosage in some cases or the 
administration of one of the anti-Parkinson- 
ism drugs in others. Patients who de- 
veloped turbulence were more prone to 
develop symptomatic Parkinsonism. Early 
administration of an anti-Parkinsonism 
drug consequently prevented this even- 
tuality. All patients showing paradoxical 
reaction had to be discontinued. All the 
Parkinsonism states were well controlled 
by the use of Cogentin or Kemadrin. There 
were no complications of any degree. 


RESULTS 


Of the hospitalized patients 12 became 
worse with a paradoxical reaction; 28 
showed no improvement; 24 slight im- 
provement (lessening of symptoms, better 
manageability, more cooperativeness ;) 22 
moderate improvement (in addition to be- 
coming better controlled, more manage- 
able and more cooperative, they seemed 
to be less tense, agitated and restless, less 
confused, delusional and hallucinated, re- 
lated better to patients and personnel, and 
were somewhat productive). Fourteen pa- 
tients showed marked improvement ; they 
exhibited little or no evidence of hallucina- 
tions or delusions, were well adjusted and 
able to accept privileges or parole and 
home visits, and were very productive with 
reestablishment of insight and judgment, 
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in most cases. Nine patients were dis- 
charged and 15 went on visit. One patient 
recovered completely, showing no evidence 
of any psychiatric residual. The majority 
who were in the moderate or markedly 
improved group were kept on maintenance 
dosage at the time of visits or discharge. 
The daily maintenance dosage was approxi- 
mately 1/3 to 1/5 of the highest daily 
dosage required in each case. 

In the 50 nonhospitalized patients results 
were somewhat better. Seven patients be- 
came worse, 12 showed no improvement, 
6 only slight, 10 moderate and 15 marked 
improvement. The efficacy of the drug in 
terms of management and control of the 
hospitalized patients was 60% and 62% in 
the 50 non-hospitalized patients. The 
efficacy of the drug in terms of its antipsy- 
chotic and antineurotic effect in the hos- 
pitalized patients was 36%, and in the non- 
hospitalized patients, 50%. 


SUMMARY AND CONCLUSION 


In the management of 100 hospitalized 
and 50 nonhospitalized emotionally dis- 
turbed patients, proclorperazine (Compa- 
zine) was judged from clinical experience 
to be somewhere between chlorpromazine 
and meprobamate in effectiveness. In some 
cases the degree of effectiveness was 
greater than by the use of chlorpromazine 
or meprobamate. Proclorperazine seems to 
have distinct advantage over chlorproma- 
zine in that it produced much less drowsi- 
ness and lethargy. Tranquilization was 
achieved without sedation. There was no 
incident of any toxic effects and most of the 
disturbing side effects such as muscular 
rigidity, restlessness, and weakness re- 
sponded quite well to Cogentin or Kema- 
drin. 


On the negative side, however, there 
was a much higher incidence of turbulence 
and paradoxical reactions. The turbulence 
was overcome in most instances by rapidly 
increasing the drug and the paradoxical 
reaction disappeared a few days after dis- 
continuance of the drug. 

One very important fact was observed : 
proclorperazine seemed to work much bet- 
ter in the milder and latent psychotics and 
in the neurotics because it seemed to 
facilitate ventilation, lifted repression and 
aided in the reestablishment of insight. 
There seemed to be a mobilization of ego 
forces with establishment of some degree 
of insight which appeared to have a marked 
reintegrative effect on the personality 
which stimulated the patients to seek ther- 
apy. They were quite anxious to cooperate 
with a psychotherapeutic program. Chlor- 
promazine on the other hand seemed to 
facilitate the repressive forces and neu- 
tralize anxiety, and consequently, there 
was not enough motivation to continue and 
cooperate with therapy. 

Proclorperazine also tended to elevate 
the mood, stimulate the patient, and had 
some therapeutic benefits in cases where 
depression was present. An analysis of the 
combined group (150 patients) revealed 
that 91 patients or approximately 60% were 
made more accessible, amenable, and re- 
ceptive to psychotherapy. The patients 
seemed relaxed, agreeable, congenial, and 
cooperative. Privileges were more rapidly 
accepted and responsibilities assumed. 

The use of proclorperazine as a chemo- 
therapeutic agent combined with psycho- 
therapy thus expedited recovery in many 
cases. The drug certainly possesses the po- 
tentialities of a therapeutic resource and 
has a definite place as an adjunct to psy- 
chotherapy in mental illnesses. 
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ELECTROCARDIOGRAPHY AS A ROUTINE ADMISSION PROCEDURE 
IN A LARGE NEUROPSYCHIATRIC HOSPITAL : AN EVALUATION 


PHILIP H. ROSS, M.D., JOHN R. SHAWVER, M.D. 
anp STANLEY M. TARNOWSKI, M.S.! 


The value of a careful general examina- 
tion on admission to any hospital, is taken 
for granted. This procedure is, if anything, 
even more necessary on admission to a 
neuropsychiatric hospital. The patient may 
be either unable or unwilling to cooperate ; 
the history may be inadequate or inaccu- 
rate. Moreover, once the patient has been 
admitted to the hospital and been evalu- 
ated in terms of his neuropsychiatric prob- 
lem, there is a natural tendency to place 
almost complete emphasis on this disorder, 
which was the direct cause of his admis- 
sion. 

It is therefore most desirable to attempt a 
complete study of the patient, and even to 
stress somatic disorders, at the very time 
of admission. This will have a most im- 
portant bearing, not only on general man- 
agement, but on the choice of therapy di- 
rected at the psychiatric disease. The de- 
cision as to those laboratory tests which are 
to be done routinely on all admissions, 
merits careful consideration. Blood counts, 
serology, urinalysis and chest x-ray are 
considered basic. It is our opinion that a 
routine admission electrocardiogram is as 
valuable as any of the above tests, under 
circumstances peculiar to a neuropsychia- 
tric hospital. 

At the VA Hospital in Waco, Texas, we 
initiated this program of routine admission 
electrocardiograms in 1957, using the stand- 
ard 12 lead electrocardiograph. Table 1 
summarizes our findings. 

Of the total 1,061 patients, 844 showed 
normal, and 177 showed abnormal electro- 
cardiograms. (This does not include the 
finding of premature systoles). This is an 
incidence of 16.6% of abnormal electro- 
cardiograms. There were 406 patients over 
40 years of age. In this group 238% of the 
patients had abnormal electrocardiograms. 
The remainder in this study, 655 patients, 
were under the age of 40. Of these, 9% had 
abnormal electrocardiograms. 

It was interesting to note how seldom 


1VA Center, Waco, Tex. 


cardiac disorders had been diagnosed prior 
to the electrocardiogram. Clinically, arrhy- 
thmias and cardiac failure or cardiac en- 
largement were of the greatest help in 
early diagnosis. Chest x-ray certainly 
helped in this screening. However, the vast 
majority of these 177 cases would not have 
been diagnosed without routine electro- 
cardiograms. 

There have been comparatively few re- 
ports of electrocardiographic findings from 
mental hospitals. A review of the literature 
reveals that in 1947, Heyer(1) et al. re- 
ported an incidence of 21.5% abnormalities 
in the electrocardiograms of mentally ill 
hospitalized patients. This was in contrast 
to an incidence of 3% in a control group. 
In 1950, Plice and Pfister(2) noted electro- 
cardiogram abnormalities in neuropsychia- 
tric patients in a mental hospital. Some of 
these abnormal findings were no longer 
present after ECT. In 1951, Oltman and 
Friedman(3), in the study of 812 hos- 
pitalized mental patients under the age of 
65, reported 3% incidence of electrocardio- 
gram abnormality. 


CONCLUSION 


The routine use of the electrocardiogram 
on admission of patients to a large neuro- 
psychiatric hospital has been found to be 
of considerable value. It has demonstrated 
a large number of patients (16.6%) to have 
significant electrocardiographic abnormali- 
ties. This has made possible, at a very early 
stage, the following appropriate measures : 
1. Proper treatment of the cardiac, or re- 
lated, disorder. 2. Rapid evaluation of eligi- 
bility for desirable neuropsychiatric thera- 
peutic regime, especially shock therapy. 3. 
Proper occupational therapy. 4. Realistic 
rehabilitation planning. 

It should further be mentioned that only 
a small percentage of these patients were 
suspected of cardiac abnormalities after 
clinical examination and other laboratory 
tests. 

The procedure of taking routine electro- 
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A. MYOCARDIAL DAMAGE : 
1. Myocardial Infarction : Age 40 or Over Under Age 40 
a. Recent 13 9 
b. Old 53 19 
Specific myocardial abnormalities 
a. Bundle branch block 19 
b. A.V. block 
c. Myocarditis 
d. Ventricular enlargement 
e. P. pulmonale (right atrial hypertrophy) 
Non-specific myocardial abnormalities: 
a. Definitely abnormal tracings 
b. Borderline tracings 


B. CARDIAC ARRHYTHMIA : 
1. Atrial fibrillations 
2. Proxysmal tachycardias 
3. Premature systoles 


C. MISCELLANEOUS : 
l. Pericarditis 
2. Wolff-Parkinson-White Syndrome 


cardiograms on all patients admitted to a__inger, V. L.: Am. J.M. Sci., 214: 23, 1947. 
neuropsychiatric hospital is highly recom- 2. Plice, Samuel G., Pfister, Charles W. : 
mended. Ill. Med, J., 99 : April 1951. 
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HISTORICAL NOTES 


PIERRE M. F. JANET 
1859-1947 


ERNEST HARMS, Pu.D.' 


Pierre Janet lived a long dynamic life. 
At eighty-seven, shortly before his death, 
he addressed an international scientific 
congress. 

Born into a Parisian academic family, his 
education was guided by his uncle, the 
philosopher Paul Janet, whose achieve- 
ments were more acknowledged in his own 
time than they have been by history. The 
uncle induced his nephew, who was more 
inclined toward natural sciences, to choose 
philosophy as his profession, and at 22 the 
young Janet was professor of philosophy at 
the Le Havre Lycée. 

But his love for sciences prevailed. He 
joined the wave of interest in parapsy- 
chology—with its pathological implications 
from somnambulism to hysteria—that oc- 
cupied the French mental scientists at that 
time. Pursuing the same theme that C. G. 
Jung had chosen for his academic thesis, 
“Psychology and Pathology of the So-called 
Occult Phenomena,” Janet was warmly re- 
ceived and was permitted to conduct re- 
search at a local institution for the insane. 
He sought a scientifically sound basis to 
explain the mass of parapsychological facts 
mixed with foolishness, swindle, and in- 
sanity. It was not long before he crossed 
the path of the psychiatric master, Charcot, 
who recognized his brilliance. Charcot not 
only called Janet to Paris, where he opened 
his hospital to him, but even established a 
special psychological laboratory for him at 
Salpétiére. It was not until he was 35 that 
Janet took his medical finals. A few years 
after Charcot’s death in 1893, he became 
his own master, and in 1895 was appointed 
professor of psychology at the Collége de 
France. He remained at Salpétiére and 
held his post at the Collége until his re- 
tirement. 

Beginning with Automatisme Psycholo- 


1 Editor of The Nervous Child, 30 West 58th St., 
New York 19, N. Y. 
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gique in 1889, Janet issued scientific publi- 
cations in an unceasing stream. Automat- 
isme Psychologique, which was his Ph.D. 
thesis, established him firmly in the psy- 
chiatric field. Examining the concepts of 
this academically most carefully prepared 
book, one must agree that its concepts are 
almost identical with Freud’s early theories 
on hysteria. The Breuer—Freud publica- 
tion, The Psychic Mechanism of Hysteric 
Phenomena appeared in 1893. Both Janet 
and Freud were searching for those “au- 
tomatisms” at the basis of hysterical actions. 
In pointing this out himself, Janet accused 
Freud of having taken his basic concept 
from the Salpétiére laboratory and chang- 
ing it into what he (Janet) rejected as 
pansexism and the “superficial use of clini- 
cal observations of limited validity to form 
an enormous one-sided medical system.” 
There is no doubt that Janet’s influence 
on the development of modern psycho- 
therapy was as great as Charcot’s. Alfred 
Adler says without reservation in his 
Neurotic Constitution: “Janet’s emphasis 
of the neurotic ‘sentiment d’ uncompletude’ 
is so wholly harmony with the results of- 
fered by me that I am justified in seeing 
in my work an extension of this most 
important fact of mental life in neurotics.” 
During 60 years of search, Janet de- 
veloped his own system of psychopathology 
based upon what he later designated as 
“conduct” theory aiming to “describe all 
mental disorders solely in terms of action 
and conduct.” This conduct-theory should 
have been of special interest to American 
psychiatrists, since it represents a special 
type of behaviorism and was the only be- 
havioristic psychiatry of consequence. 
Janet, however, preferred to restrict the 
term “behavior” to animals, and to use for 
human behavior the term “conduct.” It is 
this differentiation that seems to account 
for his not having been accepted by Ameri- 
can behavioristic psychiatrists, although he 
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lectured extensively in this country. Com- 
pared with Adolf Meyer’s neuropsychiatry 
and Freud’s libidism, his concepts were 
too little physiologically oriented. 

Indeed, Janet's conduct psychiatry is, 
like MacDougall’s propensity psychology, 
almost autonomically psychological. Its 
basis is the “force psychique” (psychic 
energy), which varies between “force et 
faiblesse” (strength and weakness), thus 
creating the multitude of pathologies. Their 
balance and adjustment originate psycho- 
therapy. The simplicity of the concept has 
attracted as many as it has repelled. Wil- 
liam Brown, the British middle-of-the-road 
psychiatrist, once said that this common- 
sense theory should be the most acceptable 
and usable for the ordinary physician. This 
statement has often been repeated, but has 
not helped Janet to wider acceptance, prob- 
ably because aside from the simple basic 
theory, the variations, and especially the 
practical applications require more than 
prefabricated routine prescriptions. Even 
the simple variations of psychic weakness, 
from psychoasthenia to exhaustion and 
hysteria, require an intimacy and insight 


that cannot be gained theoretically. Janet 
himself repeatedly emphasized how much 
psychotherapy—and especially communi- 
cating it to students—is an art. Indeed, his 
techniques of both diagnosis and therapy 


could never be learned from his books 
alone. His personalized teaching was, I 
believe, the most essential of his contribu- 
tions to psychiatry. 

When I went to Paris to study Janet's 
techniques, I was directed to familiarize 
myself with the inmates and their living 
quarters. Coming from Kraepelin and 
Zuerich, I was startled by the set-up. I 
found housed together many persecutionis- 
tic patients who fired one another emo- 
tionally with fantastic tales. When I asked 
Janet what his therapeutic approach here 
was, I received the strange reply : “I be- 
lieve these people, until it is proven to me 
that what they tell is untrue.” I had just 
faced a young man who avoided stepping 
into any shadow because, in shadows, 
roamed Napoleon, who wanted to draft him 
into the army. Beside him was a woman of 
past 70 who feared persecution from the 
Mayor of Paris, who wanted to make love 


to her. I found it difficult to see any truth 
in such fixed ideas. Janet noticed my per- 
plexity at his oracular words. He came over 
to me: “You see, these people are prese- 
cuted by something, and you must investi- 
gate carefully to get to the root.” What he 
wanted to make me see was that one ought 
not discard persecutional fantasies as ridic- 
ulous, or view them only symptomatically ; 
one ought to take them seriously and ana- 
lyze them, until the causal conditions were 
revealed. I have never forgotten Janet's 
wise word about persecutions, nor the many 
others which were a major element in his 
relations with his students. They repre- 
sented a Socratic art which I have never 
experienced from any other prominent 
teacher of psychiatry. In Janet’s case it 
was inseparable from his concept of psy- 
chiatry. 

Except for Wilhelm Wundt, hardly any 
one in the field of psychology has so uni- 
versalistically unfolded his theory as has 
Pierre Janet. Anyone familiar with his 
printed works and who has glanced over 
the list of his courses at the Collége will 
find hardly a field of application of psy- 
chology or psychiatry that he did not 
attempt to cover. When I saw him for the 
last time at the Tercentenary Celebration 
at Harvard in 1936, he asked me if I had 
read his latest book. I had to confess that, 
for lack of time, I had not. “There are still 
more than a dozen books I would like to 
write,” he exclaimed. There was no end to 
the aspects of his field that he wanted to 
investigate. But he was fully aware that 
writing in itself was not the major thing : 
the major thing was personal transmission 
of what he had to communicate. I remem- 
ber his constant advice to students : “Read 
it and let’s talk about it.” In the spirited 
chapter he has contributed to Murchison’s 
History of Psychology in Autobiography, 
he rejected what he called subjectivism in 
psychology, that is, elaborating on one’s 
own psychological experiences. He strove 
for something different, but not only for 
the so-called objectivity of controlled ex- 
perimental psychology. He had a wider 
concept of what he called “nonpersonal” 
psychology, which he expressed again and 
again in the maxim : “To really understand 


and to be fully understood.” 
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CALIFORNIA ASSEMBLY BILL 437: LEGAL INSANITY 


A bill has been introduced in the Cali- 
fornia legislature this year to supersede the 
M’Naghten rule. I have sent to Mr. Bruce 
F. Allen, Assemblyman, Sacramento, Cali- 
fornia, the following statement written from 
the standpoint of the superintendent of the 
hospital for the criminally insane : 

AB-437 proposes a definition of legal 
insanity to replace the present, long stand- 
ing M’Naghten rule. The proposed defini- 
tion limits legal insanity to the psychotics 
and severe mental deficients. This is also 
the effect of the present rule, and under it 
very few nonpsychotics manage to be held 
criminally irresponsible. Whether, in prac- 
tical application, the proposed definition 
would allow more nonpsychotics to “beat 
the rap” than now do, is an important ques- 
tion I shall presently take up. To dispose 
of the other possibility, that the present 
rule fails to save psychotics from being 


held criminally responsible, I ask: Has 
anyone, so severely deranged as to come 
within the proposed bill’s definition of legal 
insanity, ever, in our time, been sentenced 
to a California prison? Or: Has any con- 
temporary district attorney ever invoked 
the M’Naghten rule to prove an admitted 


lunatic to be legally sane and responsible ? 

To reason on whether the proposed rule, 
or the M’Naghten rule, better equips us 
to achieve the purposes of the insanity 
plea, we should start by comparing the 
two rules in their major premises. The 
M’Naghten rule says that an offender is 
criminally irresponsible if he was suffering 
from mental disease that prevented him 
from knowing he was doing wrong. Its 
major premise is that normal, sane man 
knows when he does wrong. This same 
premise underlies the Ten Commandments. 
The proposed rule holds that the defendant 
is irresponsible if his offense was the re- 
sult of psychosis. Its silent premise is that 
normal man is nonpsychotic. 

It will be noted that the M’Naghten 
premise involves a characteristic (con- 
sciousness of guilt) which is true of normal 
man, but that the proposed rule’s premise 
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involves something (psychosis) which is 
foreign to normal man. Therefore, a lay 
jury or judge is better prepared to decide 
under the M’Naghten rule, since its test 
relates to what they know, namely, them- 
selves. They are less qualified, and must 
depend on experts, when the test involves 
an entity (psychosis) which is strange to 
them. As an imaginative analogy: A bird 
is more qualified to say another animal is 
not a bird if the test is the absence of 
feathers rather than the presence of hair, 
because the bird knows more about feathers 
than hair. 

The M’Naghten rule is pre-eminent as the 
foe of the false insanity plea. Its effective- 
ness derives from the fact that the non- 
psychotic offender will usually say, or do 
something in the fabric of the offense to 
show he knew he was doing wrong. The 
jury then concludes, logically, that he had 
no mental disease which deprived him this 
awareness. Similar reasoning is impossible 
when the rule is that the offense be the 
result of psychosis, because, while the jury 
is competent to judge what betrays guilt, 
it is incompetent to judge what shows psy- 
chosis. In this situation the expert witness 
becomes the judge, and we have a shift 
from government by law toward govern- 
ment by men. 

Practically speaking, however, I doubt 
that juries, under the proposed rule, would 
return insanity verdicts very different from 
the present ones. For, whether the test is 
the M’Naghten or the psychosis rule, a jury 
will decide the matter on whether the de- 
fendant “knew what he was doing.” This, 
in essence, is the M’Naghten test, and it 
will be a strong influence on a jury regard- 
less of statute or expert testimony. 

However, this influence would probably 
be weakened, should the case be tried by 
the judge without a jury. Judges feel more 
duty-bound to the statute, and many of 
them are conditioned to the point of seem- 
ing oversold on psychiatry. In this situation 
the psychiatrist would be judge, because 
few judges would presume to know as 
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much about psychosis as the experts. This 
would do away with uniform decisions. For, 
while the present rule is tied to the great 
human constant of consciousness of guilt, 
the proposed rule is tied to the great in- 
constant of “prevailing scientific standards.” 
These may be whatever the expert in the 
witness chair thinks they are. Under the 
proposed definition of legal insanity, the 
courts would go loose-reined, and their 
decisions wander from the uniformity re- 
quired by justice. 

Positively, the M’Naghten rule has great 
social value, because its simple, definite test, 
based on the premise that normal man 
knows when he does wrong, makes it dif- 
ficult for a nonpsychotic offender to escape 
conviction on an insanity plea. The reason 
for the rule’s protective effect on social 
order, like that of the Ten Commandments, 
is wholly unrelated to the changing con- 
cepts of modern psychiatry and psychology. 
Therefore, to argue that the M’Naghten 
rule should be discarded as one hundred 
years out of date, is as illogical as to say 
the Ten Commandments should be revised 
to synchronize with scientific progress. 


While our knowledge about the human per- 
sonality has changed, man is still tempted 
to the same offenses he was 2,900 years ago, 
and he tries to avoid their penalties by the 
same devices he tried 100 years ago, one of 
which, of course, is the insanity plea. There- 
fore, as long as it is in society’s interest to 
upset an insanity plea when it is false, 
we should be most cautious as we decide 
the fate of the M’Naghten rule. 

In general, a helpful relationship between 
modern psychiatry and criminology can be 
established if we are conservative about 
our rule for criminal responsibility but 
liberal in making the hospital an alternative 
to prison for the convicted offender. Our 
sexual psychopath law shows the success 
of this approach. A similar law could be 
drafted for the arsonist or other criminal 
whose offense represents abnormal desire 
rather than a failure to control normal 
temptation. 


Reginald S. Rood, M.D., 
Superintendent and Medical Director, 


Atascadero State Hospital, 
Atascadero, California. 


THE PARADOX, MAN 


Man is a strange as well as an interesting animal; his behavior is a bundle of amazing 
paradoxes, a mixture of constructive and destructive tendencies. Extraordinarily boast- 
ful of possessing a more complicated and highly organized brain than any other animal, 
he is exceedingly reluctant to make intelligent efforts to learn how to use his superior 


organ, that is, how to think and act sanely. 


—STEWART PATON 
(Signs of Sanity, 1920) 
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POUND, POLITICS AND MENTAL HEALTH 


Editor, THe AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Sm: As one of the participants in the 
cause celébre of Ezra Pound, may I com- 
ment briefly on Dr. Szasz’s article in the 
December issue entitled, “Politics and Men- 
tal Health” ? Ordinarily I do not comment 
on Doctor Szasz’s contributions. He is al- 
ways stimulating, perhaps in part because 
he seems to have a genius for taking the 
opposite side. Here, however, he impugns 
by inference the good faith and the ethics 
of the psychiatrists who took part in send- 
ing Mr. Pound to Saint Elizabeths Hospital 
and of those who later had to do with Mr. 
Pound’s release. 

Dr. Szasz seems to see something sinister 
in the fact that Mr. Pound was not put on 
trial, convicted, and punished, regardless 
of any abnormal mental state he might have 
exhibited. Although he looks on the em- 
ployment of psychiatric testimony as par- 
ticularly reprehensible in what he terms a 
“political offense” (Mr. Pound had been 
indicted for treason during war-time), Dr. 
Szasz goes so far as to say that “giving 
psychiatric testimony in (ordinary) crimi- 
nal trials is a dubious practice at best,” and 
refers to the procedure in the Pound case 
as an “evasion.” 

The facts in brief are that when Mr. 
Pound was returned to this country his 
attorney reported to the court that he was 
totally unable to obtain from his client 
enough information to enable him to set 
up a defense. Accordingly, the presiding 
judge (the late Bolitha Laws, one of this 
country’s great judges) appointed three 
psychiatrists to examine Mr. Pound and 
report. Dr. Wendell Muncie, retained by 


the defense, joined in the examinations 
and the unanimous report which resulted 
in Mr. Pound’s commitment to Saint Eliza- 
beths Hospital. 

It is one of the glories of the Anglo-Saxon 
spirit of fair play that a defendant must 
not be placed on trial unless he is mentally 
competent to advise with his counsel and 
assist in his defense. The doctrine is an 
ancient one, affirmed repeatedly by the 
courts, and many a conviction has been 
reversed on appeal because the doctrine 
was ignored at the trial. Would Dr. Szasz 
establish a new “Rule of Law ?” He makes 
much of the phrase, as if laws operated 
autonomously! Let us admit that some 
psychiatrists occasionally appear to be 
venal, that some judges occasionally render 
decisions that are more emotional than 
factual; the fact remains that no law is 
self-enforcing or self-interpreting. All the 
machinery of the courts and of government, 
although based on laws and precedents, is 
nevertheless operated by human beings ; 
any Rule of Law is subject to enforcement 
and interpretation by men, fallible though 
they be. 

I think it can be argued that the handling 
of the Pound case was in accordance with 
the spirit and letter of the law, that all 
concerned, judges, lawyers, and psychia- 
trists comported themselves ethically, that 
Mr. Pound was treated fairly, and that the 
peace and safety of the public were not 
threatened by the course or outcome of 
the case. 

Winfred Overholser, M.D., 
Superintendent, 
Saint Elizabeths Hospital, 
Washington, D. C. 


REPLY TO THE FOREGOING 


Editor, THe AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Sm : I wish to thank you for the oppor- 
tunity to answer Dr. Overholser’s letter 
concerning my remarks on the Pound case. 
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My aim in that paper was to discuss, and 
if possible to elucidate, the “rules of the 
game” according to which psychiatrists 
conduct themselves when testifying in crim- 
inal trials. This well know contemporary 
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incident was used as an illustration of a 
general thesis published previously. I sin- 
cerely regret that Dr. Overholser placed a 
personal interpretation on my comments. 
I can only say that I had no intention of 
inpugning (as he felt that I had) the good 
faith and ethics of any particular person 
connected with this case. To the contrary 
—and I hope careful reading of my paper 
will bear this out—my purpose was to show 
that anyone participating in this sort of 
case, according to current medico-legal 
practices, would have acted in precisely 
the same way! In terms of the analogy to 
games, Dr. Overholser interpreted my com- 
ments as having been directed at certain 
“players” ; that is, as though I said that he 
(or others) had played “unfairly.” I was, 
however, not talking about “players” at all. 
I was interested in laying bare the nature 
of the “game.” In other words while I was 
describing, analyzing, and at times criticiz- 
ing the game, he thought that I was casti- 
gating the players who, in fact, had been 
playing according to the rules. 

To press the analogy with games still 
further, I would say this. Many people 
frown on heavy-weight boxing. Yet, this 
does not prevent them from regarding Joe 
Louis as an outstanding sportsman and fine 
human being. Surely, there must be a way 
of examining, and if necessary criticizing, 
some of our social practices, without ipso 
facto blaming those involved in them. Our 
only alternative is to believe that our pres- 
ent practices are perfect, or at least the 
best possible, which Dr. Overholser comes 
close to implying in his closing paragraph. 

I wish to make a brief comment con- 
cerning the problem of what constitutes a 
“Rule of Law.” I did not invent this con- 
cept (although I wish I had) and am well 


aware that no law operates automatically. 
I tried to show that while psychiatric testi- 
mony is often used in criminal trials, this 
custom does not constitute a “Rule of Law,” 
if by this term we understand a set of social 
rules explicitly formulated in advance of 
the acts for whose judgment they shall be 
invoked. Thus, to Dr. Overholser’s ques- 
tion, “Would Dr. Szasz establish a new ‘Rule 
of Law’ (concerning the use of psychiatric 
testimony) ?”, I would reply as follows : 
No, I would not, in fact could not, do this, 
because there is no old “Rule of Law” 
which it would replace. I do advocate that, 
if psychiatric testimony is to be employed 
in criminal trials, its use be governed by 
explicitly formulated rules. This would 
mean that what has hitherto been a matter 
of medico-legal routine would become a 
“Rule of Law.” The argument that “Rules 
of Law” are interpreted and enforced by 
men is misleading and can be used only if 
one’s purpose is to obscure the differences 
between these two types of laws and their 
manifold social implications. 

May I add, in conclusion, that Dr. Over- 
holser’s introductory remark concerning my 
“genius for taking the opposite side” is 
intended, I suppose to warn the reader to 
be skeptical of my arguments. Even if we 
grant the validity of this hypothesis con- 
concerning my personality, the exposition of 
this alleged trait or tendency can not tell us 
what, if anything, in my thesis concerning 
the Pound case is false. 

I appreciate this opportunity to reply to 
Dr. Overholser’s letter and perhaps further 
to clarify my views on the use of psychiatric 
participation in the trial and punishment 
of offenders. 

Thomas S. Szasz, M.D., 
Upstate Medical Center, 
Syracuse 10, N. Y. 


INDOKLON COMBINED WITH PENTOTHAL AND ANECTINE 


Editor, THz AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Sm: The use of hexafluorodiethyl ether 
(Indoklon) as an inhalant convulsant in 
psychiatric treatments was reported by 
Krantz and coworkers(1) in March 1958, 
and by Esquibel and coworkers(2) in June 


1958. In any form of convulsive therapy, 
one must anticipate some fractures espe- 
cially of the spinal vertebrae and of the long 
bones. Krantz stated in his paper, “The 
question of what might occur if hexafluoro- 
diethy] ether is combined with the admin- 
istration of such drugs as succinylcholine 
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chloride and thiopental ( Pentothal ) sodium 
as yet remains to be determined.” Esquibel 
reported one compression fracture of the 
thoracic vertebrae in his series of patients 
treated with Indoklon convulsive treat- 
ments, Esecover(3) reported compression 
fractures of the thoracic vertebrae in ap- 
proximately 10% of his patients. 

Apparently there was some apprehension 
and hesitation on the part of other investi- 
gators to use anesthesia and a muscle re- 
laxant in conjunction with Indoklon. We 
have used thiopental sodium (Pentothal ) 
and succinylcholine chloride (Anectine) 
to eliminate the complications which or- 
dinarily accompany all forms of convulsive 
treatments. This seemed important to us 
since the convulsions produced by inhala- 
tion of Indoklon are similar to those pro- 
duced by intravenous administration of 
metrazol. Clinically, the intensity of the 
Indoklon convulsion appears greater than 
the grand mal reaction produced by elec- 
troshock (alternating current), but is 
weaker than the seizure produced by 
metrazol. 

We deemed it advisable to use small 
amounts of Pentothal to decrease the appre- 
hension experienced by some patients when 
receiving inhalation anesthesia. Moreover, 
we felt it necessary to eliminate the un- 
pleasant effects of succinylcholine chloride, 
such as muscular fasciculations, feelings of 
suffocation and general paralysis. 

We use either of the following two pro- 
cedures to modify Indoklon convulsant 
treatments. 

1/75 mg. atropine is administered intra- 
venously. This is followed by the intra- 
venous injection of approximately 6 cc. of 


2% solution of Pentothal (.15) and finally 
by rapid intravenous injection of Anectine 
(10 to 20 mg.). Immediately following the 
termination of the injection, the patient 
inhales a mixture of Indoklon and air by 
the use of a modified Stephenson mask. 

In the other procedure, following the 
intravenous administration of 1/75 mg. 
atropine by the use of a 20-gauge needle, a 
freshly prepared and combined mixture of 
approximately 2 to 3 cc. of 24% Pentothal 
solution (.06) and 10 to 20 mg. Anectine is 
given intravenously very rapidly, similar to 
the method described by Impastato and 
Berg(4), in electroshock therapy. Again, 
immediately following the termination of 
the injection, the patient inhales Indoklon. 
Within 15 to 30 seconds a softened convul- 
sion ensues which is similar to the one in- 
duced by Pentothal and succinylcholine 
chloride modified electroshock. 

The procedure is simple and appears safe 
because of the small amounts of Pentothal 
and Anectine that are used. Since, up to the 
present writing, only straight Indoklon was 
used for convulsive therapy, we want to 
report the feasibility of the above-out- 
lined modified Indoklon therapy. 

1. Krantz, John C., Jr., et al.: J.A.M.A., 
166 : 1555, March 29, 1958. 

2. Esquibel, Augusto J., et al.: J. Nerv. 
and Ment. Dis., 126 : 530, June 1958. 

3. Esecover, Harold : Personal Communica- 
tion. 

4. Impastato, David and Berg, Seymour : 
Am. J. Psychiat., 112 : 839, May 1956. 

1956. 
William J. Karliner, M.D., 
Louis J. Padina, 
Scarsdale, N. Y. 


EFFECTS OF NUCLEAR RADIATION 


Editor, Taz AMERICAN JOURNAL OF PsycuHI- 
ATRY : 

Sim : In your Comment on the Effects of 
Nuclear Radiation (January 1959, p. 658) 
we are informed that Dr. Louis M. Orr, con- 
sultant to the Institute of Nuclear Studies, 
states it to be a fact that “for centuries man- 
kind has lived with an amount of radiation 
some thirty times greater than the fallout 
to this date from nuclear tests.” 


Dr. Orr’s comment disregards a funda- 
mental difference in the effects of fallout 
radiation and radiation from natural 
sources. The latter has been variable and 
transitory. Strontium 90, cesium 137, zinc 
65, carbon 14 and other fallout elements 
are ingested, metabolized and, especially in 
the case of strontium, substituted for cal- 
cium in the bony tissue of the body. Since 
we cannot be destrontiumed the way we 
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can be de-leaded, every atom of strontium 
90 that we ingest will remain in our skele- 
tons giving off, 24 hours a day, beta radia- 
tion for its half-life of 35 years. 

In bone marrow, where the cell division 
of hemopoesis (blood-making) is constant 
and rapid, a degree of physiological in- 
stability exists which favours mutation of 
cells and their escape from physiological 
controls. Such mutation and uncontrolled 
growth is typical of cancer tissue such as 
that found in leukemia, cancer of the bone 
called sarcoma and cancer found anywhere 
in the body. Four cases of acute leukemia 
with death following the use of radioactive 
iodine for hyperthyroidism have now been 
reported in medical journals. Iodine 131 is 
another fallout product that we take into 
our circulation with every glass of milk we 
drink. 

Should one estimate the amount of radio- 
active fallout products being ingested by 
our infants and small children whose diets 
are so largely milk ? Last September every 
pint of milk in St. Louis, for example, con- 
tained 15.4 micromicrocuries of strontium 90 
and smaller amounts of radioactive iodine, 
barium and cesium all of which become in- 
corporated into the baby’s (and our) body 
structure. 

The continuous, minute by minute irrita- 
tion from a molecule of radioactive Sr90 
in unstable bone marrow is a different proc- 
ess entirely from an occasional cosmic ray 
or background radiation from a brick wall. 
These latter forms of radioactive irritation 
are external, transitory and to some extent, 
avoidable. Strontium 90 is right in your 


Editor, AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sm: As I promised you sometime ago I 
am sending you my comments on the letter 
written by Dr. Harris of Cambridge, Mas- 
sachusetts. You will note that I will take up 
his letter paragraph by paragraph. 

In the first paragraph of his letter, it is 
now the feeling among geophysicists that 
the amount of natural radiation must have 
increased as we go back in time. There was 
probably actually a much greater field of 
radiation when the human was evolved 


REPLY TO THE FOREGOING 


bone marrow and mine where it continues 
to “work while we sleep” and will do so 
throughout the rest of our lives and is be- 
ing added to day in and day out at every 
meal we partake. 

It is this basic physiological fact that all 
apologists for fallout either overlook or de- 
liberately disregard. 

They do not mention, either, the more 
disquieting finding that in lime-poor land 
strontium 90 is absorbed by plants and 
animals as avidly as they take up lime. The 
recent finding of a stag’s antler in Scotland 
that was so radioactive from Sr90 that it 
took its own picture on an x-ray plate un- 
derlines this observation. 

Due to the x-rays produced by the bom- 
bardment of our own body tissues by beta 
radiation from strontium 90 we have al- 
ready ingested, it is now possible to meas- 
ure the amount of this bone-marrow bom- 
barder we have so far stored in our skeletal 
structure. Thanks to fallout, every man, 
woman and child in the world now goes 
around suffusing a quiet, continuous but 
invisible glow of x-radiation. And the wee 
ones in Scotland and the Western Islands 
glow much more brightly than we more 
fortunate people whose cows graze on lime- 
rich soils. 

The strange disregard of all this informa- 
tion by the great majority of us here in the 
United States may be due to a kind of mass 
hysterical denial. Certainly it is, in the 
parlance of Madison Avenue, not “custom- 
er-oriented” information. 

Herbert I. Harris, M. D., 
Cambridge, Mass. 


many centuries ago and it must be pre- 
sumed that man has been a very successful 
biological organism and that his natural ra- 
dioactive environment has been biological- 
ly good for him. There is nothing we can 
do about this background radiation and the 
arguments about its desirability or unde- 
sirability are not worth arguing about. 

In paragraph 2 the facts are wrong. If 
there is anything that can be called constant 
in this life, the radiation from natural 
sources has been constant. Also, the radia- 
tion from natural sources is not only in- 
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gested but it is inhaled as a one-way gas. 
A certain proportion of radon gas, which is 
ubiquitous, is breathed in as a gas and must 
be excreted as a solid. This is far worse 
(if we can use the word “worse”) than Dr. 
Harris’s ingestion of a largely nonabsorbable 
salt of strontium. Dr. Harris points out in 
the same paragraph that “every atom of 
strontium 90 that we ingest will remain in 
our skeletons giving off, 24 hours a day, 
beta radiation for its half life of thirty-five 
years.” In the first place, the half life is not 
35 years. In the second place, no competent 
scientist would say that every atom remains 
in the skeleton. In fact, one of the big argu- 
ments scientifically is on just how much 
does remain in the skeleton, and it is 
thought to be a very small proportion. Dr. 
Harris should know that carbon 14 is not 
only ingested and inhaled but is also 
formed in the body. Radioactive potassium 
is not only ingested, but it is already pres- 
ent in the body when the body is born. All 
of this material was reported in great detail 
in the Congressional Hearings. 

The third paragraph states that there is a 
degree of physiological instability in the 
bone marrow which favors mutation and 
escape from physiological controls, This is 
certainly a new and mystical interpretation 
of carcinogenesis but is not a statement that 
would find entry into a scientific medical 
journal. 

In the next paragraph Dr. Harris points 
out that last September every pint of milk 
contained 15.4 micromicrocuries of stronti- 
um 90 in St. Louis. A micromicrocurie is 
10-1? curies, and so far as I know the best 
instruments we have measure down to 
about 10-!° curies. Therefore, this statement 
cannot be from a measurement, but it is an 
extrapolation. Extrapolations are not sci- 
ence ; they belong under the heading of 
propaganda. 

In the next paragraph Dr. Harris points 
out that the continuous irritation from a 
molecule of radioactive strontium 90 in un- 
stable bone marrow is a different process 
from an occasional cosmic ray or back- 
ground radiation from a brick wall. He 
further states, “These latter forms of radio- 
active irritation are external, transitory and 
to some extent, avoidable.” The facts are 


that some background radiation is external ; 
some of it is internal. If cosmic rays are 
occasional, then so is radioactive strontium. 
If we wish to say that radioactive strontium 
electrons are not occasional, then we have 
to say that cosmic rays are not occasional. 
If we are going to say that background 
radiation is avoidable, I would like to know 
just how this is done. One of the very great 
expenses of building whole-body counting 
rooms is to decrease background radiation 
so that the natural levels in the body can 
be measured. None of us has found out how 
to do this with any great efficiency. If the 
method of avoidance can be perfected it 
should be worthy of the Nobel Prize in 
science. It must also be remembered that 
radioactive potassium and radioactive car- 
bon are present in bone marrow as well as 
strontium 90. I would again refer Dr. Harris 
to the Congressional Hearings on this sub- 
ject. 

In the sixth paragraph it is stated that we 
overlook or completely disregard these bas- 
ic physiological facts. In the first place they 
are not physiological and in the second 
place they are not facts. 

In the seventh paragraph it is pointed out 
that the recent finding of a stag’s antler in 
Scotland was susceptible to autoradiog- 
raphy. It should be pointed out that it was 
not necessary to go quite as far as Scotland 
and the finding is not recent. Autoradio- 
grams of fallout have been carried out for 
years, and it is not too difficult to take auto- 
radiograms of almost any human bone. It 
would be interesting if Dr. Harris would 
check on the amount of radium that is im- 
ported into Scotland in each shipment of 
Brazil nuts. At one scientific meeting last 
year it was reported that Great Britain im- 
ports 24 million tons of Brazil nuts each 
year, and these Brazil nuts contain some- 
thing like 9 curies of radium. If all the wee 
ones in Scotland were to eat these Brazil 
nuts they would easily glow in the dark ! 

In the eighth paragraph is revealed the 
fact that Dr. Harris does not understand the 
very big problem of measurement of nat- 
urally present radioactive potassium. This 
is a useful and very rewarding field of 
medical research and no new technique has 
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been developed from the strontium 90 
studies. 

In the last paragraph Dr. Harris points 
out the strange disregard of all this informa- 
tion, which he mentioned in the preceding 
paragraphs. Unfortunately, there has been 
no disregard but there has been a rather 
completely wasted research effort of consid- 
erable magnitude that has been occasioned 


by the propaganda use of strontium 90 
fallout. 

This is a long explanation but such a 
letter as Dr. Harris’s requires the facts in 
the matter. If there are any questions I 
would suggest checking them against the 
Congressional Hearings not too long ago. 

Louis M. Orr, M.D., 
Orlando, Fla. 


AUTOTHERAPY 


Refuse to express a passion, and it dies. Count ten before venting your anger, 
and its occasion seems ridiculous. Whistling to keep up courage is no mere figure 
of speech. On the other hand, sit all day in a moping posture, sigh, and reply to 
everything with a dismal voice, and your melancholy lingers. There is no more 
valuable precept in moral education than this, as all who have experience know 
(and James had experience) ; if we wish to conquer undesirable emotional tend- 
encies in ourselves, we must assiduously, and in the first instance cold-bloodedly, 
go through the outward movements of those contrary dispositions which we prefer 
to cultivate . . . smooth the brow, brighten the eye, contract the dorsal rather 
than the ventral aspect of the frame, and speak in a major key, pass the genial 
remark, and your heart must be frigid indeed if it does not gradually thaw! 


—WILLIAM JAMES 


NEWS AND NOTES 


Nationa, Councu, on Fammy Reta- 
TIoNs ANNUAL MEETING.—The annual meet- 
ing of the National Council will be held 
August 19-21, 1959, at Iowa State College, 
Ames, Iowa. Dr. Aaron Rutledge, program 
chairman, announces that the theme will 
be “Growing Individual Values Within the 
Family.” In addition to general sessions 
with outstanding speakers, there will be 
meetings on research; parent education ; 
family life education in the community, 
schools, and colleges ; religion ; cooperative 
nursery schools; and counseling. Attend- 
ance is open to all. For information write 
the National Council on Family Relations, 
1219 University Avenue, S.E., Minneapolis 
14, Minn. 


CONFERENCE ON MENTAL RETARDATION. 
—Sponsored by The Woods Schools, Lang- 
horne, Pa., and the Technical Planning 
Project of the American Association on 
Mental Deficiency, a 5-session conference 
dealing with research in mental retarda- 
tion is being held at the Bellevue-Stratford 
Hotel, Philadelphia, Pa., May 1-3, 1959. 

Papers from the Conference will be pub- 
lished in the American Journal of Mental 
Deficiency and also by The Woods Schools 
as the 1959 issue of its annual Spring Con- 
ference proceedings. 

For further information write J. M. Mac- 
Donald, The Woods Schools, Langhorne, 
Pa. 


Tue INTERNATIONAL Society For C.iini- 
cAL & ExpeRIMENTAL Hypnosis.—This In- 
ternational Society has been established 
with the following officers: president, 
Bernard B. Raginsky, M.D., Montreal, 
Canada ; executive secretary, John G. Wat- 
kins, Ph.D., VA Hospital, Portland, Ore. ; 
treasurer, Aaron A. Moss, D.D.S., New York 
City ; vice-presidents: Ainslie P. Meares, 
M.D., Melbourne, Australia, A. C. De- 
Moraes Passos, M.D., Sao Paulo, Brazil, 
Berthold Stokvis, M.D., Leyden-Oegstgeest, 
Holland. The United States representatives 
on the board of directors are J. H. Conn, 
M.D., Baltimore, and Jerome M. Schneck, 
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M.D., New York City. The International 
Society consists of national divisions in 22 
countries throughout the world. 


TRANSACTIONS OF THE 5TH ANNUAL MEET- 
ING OF THE ACADEMY OF PsYCHOSOMATIC 
MepicinE.—The theme of the 5th annual 
meeting of the Academy of Psychosomatic 
Medicine which was held in New York 
City, October 9-11, 1958, was “Psychoso- 
matic Aspects of Internal Medicine.” The 
papers, talks and discussions by some 75 
participants have been published in a 268 
page book, edited by Wilfred Dorman, 
M.D., and may be obtained from the 
Academy of Psychosomatic Medicine, 55 E. 
Washington, Suite 1035, Chicago 2, Ill. 


Graxnick Founpation Grants.—The lat- 
est report of the Gralnick Foundation, Port 
Chester, New York, includes a summary of 
grants made to various mental health 
agencies. From April 1, 1956, to November 
1, 1958, disbursements totalled $17,546.00. 
The Foundation operates under the New 
York State Law governing charitable trusts 
and is a member association of the World 
Federation For Mental Health. 


TRAINING IN NEUROLOGICAL AND SENSORY 
Disorvers.—The Special Traineeship Pro- 
gram in neurological and sensory disorders 
is under the direction of the National In- 
stitute of Neurological Diseases and Blind- 
ness, one of the 7 institutes of the National 
Institutes of Health. The Program was initi- 
ated less than 3 years ago. One hundred 
and sixty-three persons have received one 
to three years of training at 48 institutions 
in the United States and 16 institutions in 7 
foreign countries. Approximately $2,000,000 
has been expended for this purpose. 

Awards are made for 9 months to 1 year, 
subject to renewal up to 5 years. Stipends 
may range from $6,500 to $17,500 a year. 

For further information write to Chief 
of Extramural Programs, National Institute 


j 
aap 
he 
AS 
i 
a 


1959 ] 


NEWS AND NOTES 


1047 


of Neurological Diseases and Blindness, Na- 
tional Institutes of Health, Bethesda 14, 
Md. 


CONFERENCE ON MENTAL RETARDATION. 
—The First International Medical Confer- 
ence on Mental Retardation will be held in 
Portland, Maine, July 27-31, 1959. Early 
registration is urged. 

For further information write to Con- 
ference Secretary, First International Medi- 
cal Conference on Mental Retardation, 
c/o Division of Maternal and Child Health, 
State House, Augusta, Maine. 


Derrorr DivisioNAL MEETING OF THE 
APA.—The Detroit Divisional Meeting of 
The American Psychiatric Association will 
be held in the Hotel Statler, Detroit, Mich., 
October 29-31, 1959. The theme of the 
meeting is “New Horizons in Psychiatry.” 

For further information write to H. G. 
Stratton, M.D., Chairman, Publicity Com- 


mittee, 14 Hanna St., E., Windsor, Ontario, 
Canada. 


Karen Horney Awarp.—The Association 
for the Advancement of Psychoanalysis an- 
nounces the establishment of the Karen 
Horney Award of $150.00, to be made to 
the author who makes a significant contri- 
bution to the advancement of psychoanaly- 
sis. The paper, which will be published in 
the American Journal of Psychoanalysis, 
should be submitted by October 31. 

Entries are to be sent to Louis E. Derosis, 
M.D., Chairman, Award Committee, 815 
Park Ave., New York 21, N. Y. 


Correction.—A news item in the March 
Journal on the Haiti Psychiatric Institute 
inadvertently referred to Dr. Nathan S. 
Kline as director of Rockland State Hospi- 
tal, Orangeburg, N. Y. Dr. A. M. Stanley is © 
director, and Dr. Nathan S. Kline is director 
of research at this Hospital. 


It may be asked why nature did not make the penis double, as she did so many 
organs of the body. The response is : “O no, God forbid, one is too much |” 
THoMas BROWNE 
(In a letter to his doctor-son Edward in London, 
as a suggested addition to one of Edward's 
anatomical lectures. ) 
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Reticutarn ForMaTIOoNn oF THE Bram. Edited 
by H. H. Jasper, L. D. Proctor, R. S. 
Knighton, W. C. Noshay, and R. T. Cos- 
tello. (Boston: Little, Brown and Com- 
pany, 1958. $16.00.) 


This is a symposium presented at the Henry 
Ford Hospital, Detroit, in March, 1957. The 
long list of outstanding participants and the 
rather imposing title might suggest a topic and 
authorship that would be of interest only to a 
limited group of workers in quite specialized 
fields. This is hardly the case for though there 
is considerable attention given to such basic 
fields as anatomy, physiology, pharmacology, 
psychology and neurochemistry, some of the 
chapters are of considerable interest to the 
clinician : psychiatrist, neurologist, neurosur- 
geon and endocrinologist. The general gist of 
the reticular formation is its role as an inte- 
grating function ; the editors have admirably 
carried this principle over into their arrange- 
ment of the text. Each chapter is a presenta- 
tion of the work of a particular laboratory but 
there is also an excellent review of the related 
field interwoven with the presentation of the 
original work. Each chapter may be taken in- 
dividually or as part of the development of the 
entire tale. The discussions of the various 
papers are also well edited, pertinent, and 
informative. 

Though the reticular formation is considered 
by some as more of a physiological concept 
than an anatomical entity, the Scheibels out- 
line the limits as “. . . the reticular core... 
of polysynaptic or even monosynaptic paths 
from the bulbar or pontine reticular formation 
down to the cord or up to the thalamus, sub- 
thalamus and hypothalamus reserving even the 
possibility that some of the reticular fibers from 
the pontine and mesencephalic tegmenta may 
well project directly to the corpus striatum, 
septum, and cortex.” But even then a study of 
the reticular formation must necessarily involve 
its close relationship with the pituitary (and 
hence the entire endocrine system, and then 
the general metabolism of the body), the cor- 
tex, and the limbic lobe and rhinencephalon. 

This symposium is a sequel to that on Brain 
Mechanisms and Consciousness held at St. 
Marguerite, Quebec in August, 1953; it will 
undoubtedly be the forerunner for another 
several years hence. It represents, essentially, 
an analysis of what is known now and it raises 
numerous unanswered questions and outlines 
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the future course of work yet to be done. So 
much material is presented and so many of 
the conclusions are tentative that any summa- 
tion will be the result of each individual 
reader's own thinking. This reviewer finished 
the symposium with the idea that there is a 
central brain core, that is being identified an- 
atomically and physiologically, which is prima- 
tive in its phylogenetic derivation. Left to it- 
self, it is responsible for the “simple” and basic 
emotional, motor, and sensory functions of 
“lower forms”; in man and in other “higher 
forms,” a mantle of cortex has been added 
which allows for “intellect” and other such 
finer differentiations. However, this cloak can 
probably be rather easily removed under cer- 
tain pathological conditions. 

It should be impossible for the psychiatrist, 
regardless of his orientation, to read Lindsley’s 
chapter on the Reticular System and Perceptual 
Discrimination or Olds’ chapter of Self-Stimula- 
tion Experiments and Differentiated Reward 
Systems without at least intellectual stimula- 
tion ; he will also be particularly interested in 
the chapters by Ingram, Morrell, Gastaut, 
Green, Brody, and Lilly. Geoffrey Jefferson 
discusses the reticular formation from the clini- 
cal neurological viewpoint. There is much, too, 
for the neurophilosopher. This book is highly 
recommended for both the basic scientist and 
the clinician in many fields for their nibbling, 
chewing or digesting. 

W. J. FrrepLanper, M.D., 
Boston, Mass. 


Srupies IN JURISPRUDENCE AND CRIMINAL 
Tueory. By Jerome Hall. (New York: 
Ocean Publications, 1958. pp. 300. $6.00. ) 


The title of this book does not indicate that 
it would be of interest to psychiatrists. How- 
ever, chapter 15, entitled “Psychiatry and 
Criminal Responsibility,” contains an erudite 
discussion of forensic psychiatry, that inter- 
disciplinary field which engages both lawyers 
and doctors. 

The chapter commences: “Psychiatry has 
much to contribute to law; but it also has 
many limitations which even lawyers and 
judges sometimes do not appreciate.” 

On a quick reading, your reviewer formed 
the opinion that Professor Hall was more con- 
cerned with the limitations than the contribu- 
tions. For example, “It can at least be said, 
therefore, that psychiatric knowledge is far 
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from having reached the point of unimpeach- 
able scientific certainty. Neither in using ex- 
pert psychiatric witnesses nor in developing 
the legal formulas that govern the determina- 
tion of punishable conduct need the law bow 
to any unassailable authority in the bailiwick 
of the psychiatrists.” 

Criticisms of this kind abound and they are 
documented by adequate references to psy- 
chiatric publications. A more careful reading 
reveals that Professor Hall has done something 
more than to fire some erudite rockets into the 
fold of psychiatry. He has gone to the heart of 
the matter in his analysis of the conflicting 
doctrines of scientific determinism versus free 
will. Herein is the real conflict—what the au- 
thor describes as “distinctive postulates regard- 
ing the nature of human conduct—free choice 
or cause-and-effect . . .” 

The author notes that this is more than a 
contest between psychiatrists and lawyers, “Nor 
is the crucial issue simply a matter of scien- 
tists versus lawyers, as is implied in some 
criticisms. Lawyers did not invent the per- 
spectives that lie at the foundation of our 
legal system. The criminal law is an institution 
into whose construction have gone hundreds 
of years of social experience, participated in 
by all classes and professions.” 

Against this background, Professor Hall 
weighs the validity of the M’Naghten rules 
and some proposed modifications. 

The substitute which he suggests is similar 
to the law in Canada as propounded by The 
Royal Commission on the Law of Insanity as a 
Defence in Criminal Cases 1956. In the Ca- 
nadian Criminal Code, the word “appreciate” 
replaces the word “know” in the M’Naghten 
rules with a consequent broadening of the 
defence of insanity. 

There is one omission in an otherwise 
thorough treatise. In discussing the progress 
of forensic psychiatry, the author has not de- 
scribed one important development. Progress 
has been made in the establishment of forensic 
clinics wherein, after conviction, treatment is 
provided as an alternative to imprisonment. In 
such a milieu, the lion of determinism can 
dwell amicably with the lamb of free will. 

K. G. Gray, M.D., 
Toronto, Canada 


Preventive MEDICINE For THE Doctor IN HIS 
Community. By H. R. Leavell, M.D., and 
E. G. Clark, M.D. (New York : McGraw- 
Hill Book Co., 1958, pp. 689. $10.00.) 


This book is one of the best examples of how 
writers on preventive medicine are giving more 


and more attention to mental health. There is 
some evidence, too, that psychiatrists are be- 
coming more interested in preventive psychi- 
atry and its place in the broader aspects of 
preventive medicine. 

As the title indicates, this book was written 
for “the doctor in his community,” but many 
parts should be read by specialists in various 
fields of medicine and not least by psychiatrists. 
The 4 principles and the 10 corollaries set forth 
in the introduction should be fundamental con- 
cepts for every practitioner of medicine unless 
he wants to be just a “therapeutic artisan.” 

References to “psychic factors,” “emotional 
factors,” “socioeconomic factors” and other 
topics with which psychiatry is intimately con- 
cerned are numerous. For example, in the 
chapter on Nutrition in Preventive Medicine 
by Robert E. Shank, emotional and environ- 
mental factors are not neglected. In describing 
the Natural History of Obesity we find : “Psy- 
chic factors are undoubtedly of great im- 
portance in the pathogenesis of obesity.” It is 
recognized that the same applies to under- 
nutrition. 

In the next chapter on Long-Term Illness 
the following is said about rheumatoid arth- 
ritis: “The significance of personality and 
emotional factors is increasingly apparent. As 
far as the environment is concerned, the im- 
portance of stress factors acting on individuals 
with certain personality characteristics has re- 
ceived great emphasis from the discovery of 
the profound effect of cortisone and ACTH in 
suppressing the activity of rheumatoid arth- 
ritis. This indication that the adrenal cortex 
may be concerned in the mechanism of rheu- 
matoid arthritis might afford some understand- 
ing of how psychic factors can cause ‘organic 
disease’ in at least some individuals.” 

In Chapter 9, dealing with accidents (a most 
important cause of death and disability), it is 
stated : “The environment and the host (per- 
sonal factors) provide the two fundamental 
reasons for accidents. Some students of the 
problem estimate that 80 to 90% of accidents 
are due to personal factors. . . . If accident 
proneness exists, as it probably does, and if 
such persons can be identified, special instruc- 
tion and psychiatric treatment would be help- 
ful. Much more epidemiological research on 
accident proneness is needed.” 

As might be expected in the chapter on 
Maternal and Child Health by Myron E. Weg- 
man, many aspects of mental health are inter- 
woven with the discussion of physical health. 
Under titles such as “Premarital Aspects,” “Pre- 
natal Aspects,” “Preparation for Breast Feed- 
ing,” “Parental Education,” “Rooming in,” etc., 
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many valuable references to and discussions of 
mental health are to be found. However, in 
this book written for the doctor in his com- 
munity and in this chapter written by a pedia- 
trician it seems, at least to the reviewer, that 
a little more detail about mental health could 
have been included. 

Concerning the chapter on Mental Health 
which covers 33 pages, it should be noted that 
the writer, Ernest M. Greenberg, is a psychi- 
atrist and a “Doctor of Public Health” who has 
been a pioneer in the field of preventive psy- 
chiatry. His very readable, practical and honest 
epidemiological approach to psychiatric dis- 
orders is one in which more psychiatrists should 
be interested as well as “the doctor in his 
community.” He clears up the confusion about 
what is preventive psychiatry by delineating 
areas called primary, secondary and tertiary 
prevention. Quite rightly, he does not come 
forth with many positive suggestions in the 
area of primary prevention. At the same time 
he is not so reserved or pessimistic about our 
lack of scientific knowledge in this field as to 
prevent or discourage efforts that are being 
made by the too few centers of study and 
application of the small accumulated princi- 
ples of preventive psychiatry. 

Lioyp J. THomeson, M.D., 
Winston-Salem, N. C. 


Kunze Gescuicate per Psycmatnie. von Prof. 
Dr. Erwin H. Ackerknecht. (Stuttgart : 
Ferdinand Emke Verlag. paper bound. xii 
+ pp. 99 1957. 12 Marks.) 


Professor Ackerknecht, whom America lost 
recently when he was called to the chair of the 
history of medicine at the University of Ziirich, 


has designedly confined the text of this book 


within narrow limits in the hope that it will 
be read. We can agree that his hope was 
reasonable and express our own that it is be- 
ing widely realized through all medical disci- 
plines. The reason, in Ackerknecht’s words : 
“There is no case of illness to which the psy- 
chiatrist would not have something to con- 
tribute.” The book should also help to correct 
prejudices, for, as the author adds in his pref- 
ace, psychiatry “suffers even today from a tra- 
ditional hostility toward the mentally ill and 
toward the doctors who treat them.” Besides, 
this discipline “has to do with the most difficult 
of all medical-physiological problems, the 
body-mind problem, which has not yet been 
solved.” It follows that “in psychiatry as earlier 
in internal medicine, we still have many dif- 
ferent, often dogmatic schools, and this does 
not exactly facilitate clear survey and insight.” 


The Greeks introduced scientific thinking 
into medicine, including psychiatry, and 
Graeco-Roman teaching continued unchanged 
into the 18th century. The author takes up the 
significant names of the successive periods, 
dexterously compressing the essentials of their 
teaching in small space. 

After the Roman era the step is short to the 
renaissance. “Of medieval psychiatry there is 
virtually nothing to report.” The clock was set 
back 1,000 years. The devil, evil spirits, witches 
and sorcerers were the causes of insanity. The 
wickedest book ever written, the Witches’ 
Hammer was authorized by the Church and 
became the textbook of the Holy Inquisition. 
The principal cure for the “possessed” was 
burning at the stake. The antidote to the 
Witches’ Hammer was the teaching of Johannes 
Weyer (1515-1588). The priest-ridden period 
was also the era of mass psychic epidemics. 

With the 17th century occur such outstand- 
ing names as Th. Sydenham, Geo. Cheyne 
(the “English Malady”) Th. Trotter, Burton, 
Th. Willis, u. a. m. to usher in new scientific 
concepts. 

Toward the end of the 18th century the 
humanitarian movement in the treatment of 
insanity was inaugurated by such men as Pinel, 
Chiarugi, Joly, Rush, Langermann, Tuke. The 
author notes the essentials of the French and 
German schools as they developed during the 
19th century, with special reference to the 
study of the organic psychoses typified by the 
recognition of general paresis. This disease 
furnished a pattern for the longtitudinal study 
of disease forms pursued so fruitfully by 
Kraepelin. The neuroses came into their own 
during the 19th century through Beard’s con- 
tribution of “neurasthenia” and Charcot’s hys- 
teria studies and the work of their successors. 
Psychotherapy derives essentially from the 
Nancy school, mainly from Bernheim’s teach- 
ing re suggestion. 

In 1889 the philosopher-psychologist-neu- 
rologist Pierre Janet reported his discovery that 
forgotten traumatic experiences could give rise 
to neurologic symptoms which could be cured 
by recall, through hypnosis, of the original 
painful experiences. “He is therefore beyond 
doubt the father of the socalled cathartic treat- 
ment.” The great bulk of the neuroses Janet 
grouped under “psychasthenia,” the reaction 
form described by him. 

Then came Freud. Ackerknecht gives in 
reasonable detail the well known story of 
Freud's rising star, his methods and his system, 
and follows with a careful critical evaluation 
to which presumably neither Freudian nor 
anti-Freudian could seriously object. As for 
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therapeutic results, “it is quite possible that 
they rest essentially on two fundamental 
mechanisms, confession and suggestion, which 
the medicine man has always so profitably 
used.” 

There is much more in this little book than 
can be reported here. At the end comes appro- 
priately a summary of the physiological and 
drug therapies of the mid-20th century. 

C.B.F. 


We, Tue Treorira. (2nd ed.) By Raymon 
Firth. (New York: The Macmillan Co., 
1958. pp. 605. $7.50. With a Preface by 
Bronislaw Malinowski.) 


We, The Tikopia, an anthropological study 
of kinship in primitive Polynesia, was first pub- 
lished in 1936, and was shortly out of print 
and unavailable except at a high premium. 
The new edition is a replica of the first, with 
some few plates omitted, and a new preface by 
the author. 

As an example of fieldwork analysis the 
book is a classic, and is perhaps the most valu- 
able demonstration of the meaning of kinship 
in anthropological literature. Its psychological 
insights are most illuminating for the under- 
standing of the relationship between cultural 
factors and perscnality formation. It should be 
read by all who desire an understanding of the 
significance of kinship arrangements for both 
the structure of society and the growth and 
development of personality. 

AsHLEY MoNnrTAGu, 
Princeton, N. J. 


Der BesonpereR 
SICHITIGUNG VERSORGUNGSARZTLICHER Ge- 
SICHTSPUNKTE. (Suicide—With special con- 
sideration for the point of view of the 
Versorgungsarzt.) By Dr. Fred Dubitscher. 
(Stuttgart : George Thieme Verlag, 1957. 
pp. 223. $3.95.) 


This is a systematic and scholarly mono- 
graph on the problem of suicide committed 
by soldiers or veterans in the Nazi-era and 
after the war. The author is a “Versorgung- 
sarzt” (a physician employed by the State 
Welfare Department, called “Versorgung- 
samt,” who also handles veterans compensa- 
tion claims). He is concerned here with setting 
up uniform criteria and methods for evalua- 
tion. 

The author has examined the case records 
of 3,208 suicides which occurred between 
1939 and 1955. In order to establish eligibility 
for compensation under the existing West Ger- 


man law, the causes, grounds, motives, and 
precipitating circumstances of suicide had to 
be examined. The crucial question, whether 
the soldier or veteran committed suicide out 
of “free choice” (leading to “Balance Suicide” ) 
or had no other alternative, either because of 
external or internal pressure, had to be an- 
swered. Thus the medical or psychiatric evalu- 
ation has to strive for a careful examination 
and delineation of the environmental and the 
intra-psychic factors. The law does not require 
absolute proof, only strong probability, in 
order to award compensation. 

It is the author’s main thesis that the cause 
of suicides can only be evaluated in the par- 
ticular historical, cultural, economic and po- 
litical settings in which they have occurred. 
Suicides of 1920-1930 and 1939-1955 in Ger- 
many cannot be evaluated on the same criteria, 
having entirely different backgrounds. He con- 
cludes that the cases he examined show that 
intrapsychic factors as suicide grounds were 
superceded in importance by external pres- 
sures or circumstances. He realizes that he did 
not contribute to a deeper understanding of 
inner motives for suicide. He claims to have 
found no evidence for the conclusion of many 
—especially foreign—papers on the subject that 
most suicides at the end of World War II in 
Germany were “Balance-suicides,” motivated 
by fear of the consequences of political activi- 
ties during the Nazi regime. 

The author gives a very interesting and 
often impartial picture of the background at- 
mosphere ; a historical review of the literature 
and the different approaches (anatomical, sta- 
tistical and psychological) to solve the riddle 
of suicide. He presents extensive and useful 
statistics from his own cases from a number 
of angles. He cites in detail a great number 
of final decisions, showing discrepancies, con- 
fusions, the use of platitudes due to lack of 
uniform criteria and methods of evaluation. 
In reviewing these cases he can often show 
the existence of confusion, because “grounds,” 
“motives” and “precipitating circumstances” 
are picked out at random and declared as 
“causes” of suicides, leading to incorrect 
and unjust decisions. There is also extensive 
statistical analysis of suicide in the different 
psychiatric and wmedical-surgical disease 
entities, with special emphasis on whether 
or not these underlying illnesses were service 
connected and whether or not they were con- 
tributory factors to suicide. 

In conclusion the author describes the 
“Presuicidal Syndrome” with its different 
phases of development and remarks upon sui- 
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cide prevention in general and especially in 
closed groups such as the military. It is inter- 
esting to note that 40% of his own cases 
showed depressive features just prior to sui- 
cide that were noticeable to the laymen around 
them ; 25% were ill in some form and most 
were under medical care because of “nervous- 
ness.” 
Paut H. Ornstetn, M.D., 
College of Medicine, 
University of Cincinnati. 


Darwin, WALLACE, AND THE THEORY or Nat- 
TURAL Se.ection. Edited by Bert James 
Lowenberg. (Boston, Mass.: Hub Mail, 
1957. pp. 97. $5.00.) 


This beautifully designed and printed vol- 
ume is issued in celebration of the centenary 
of the presentation by Darwin and Wallace of 
their famous papers on natural selection at 
the meeting of the Linnaean Society, London, 
on 1 July 1858. The two papers are here re- 
printed together with a very attractive intro- 
ductory essay by Professor Bert Lowenberg 
which gives the volume it’s title, together with 
several letters, and a list of books pertinent to 
the text. The book is charmingly illustrated, 
and altogether constitutes a most attractive 
commemoration of an epoch-making event. 
Only 385 copies have been printed of this edi- 
tion, and since it is likely to become a col- 
lector’s item the wise man will be like lightning 
unto the execution. It is a book he will cherish. 

AsHLEY Montacu, Pu.D., 
Pririceton, N. J. 


Tue Story or Human Emotions. By George 
M. Lott, M. D. (New York : Philosophical 
Library, Inc., 1958, pp. 228, $4.95.) 


This book purports to be written for “the 
average reader” and is claimed to be “a book 
for the person who wishes a deeper under- 
standing of human emotions.” Unfortunately, 
its 228 pages are divided into 18 chapters 
which are disjointed and poorly organized. 
These are divided into many little paragraphs 
which are titled, but many of these titles are 
inappropriate for the subsequent discussion. 
Some of the descriptive passages are gobbledy- 
gook, and others are rhetorical. A good ex- 
ample is the first chapter, which covers about 
a page, and is titled: “It is Time to Wake 
Up”; and the second chapter, which covers 
7 pages, and is titled: “The Golden Age of 
Unfolding—Teen Ages”. 

Much of the information that Dr. Lott has 
obviously gleaned in his thirty-odd years of 


psychiatric practice is reasonable, well found- 
ed, and can be of value in helping to under- 
stand human emotions, but his discussion of 
the psychosexual development of the indi- 
vidual is most confusing. Individual para- 
graphs taken out of context might be con- 
sidered gems of wisdom, but taken as a whole 
the book is a poor text for psychiatric educa- 
tion. 

Throughout the volume are numerous car- 
toons and illustrations, which do not always 
fit into the context. They may have tickled Dr. 
Lott’s sense of humor at the time that he saw 
them in one or another of the popular publica- 
tions, to which he gives proper acknowledge- 
ment, but at times they poke fun at the serious- 
ness of child guidance rather than clarify the 
point that he is trying to make. The book has 
a brief index, which is simply a reference to 
his paragraph titles. 

The psychiatrists, psychologists, social work- 
ers, nurses, probation officers, and teachers to 
whom he states he addresses this book, be- 
sides “the average reader”, will find this to 
be a confusing discussion. It is unfortunate 
that the author did not seek professional as- 
sistance in formulating his ideas. Over the 
years he has presented some very excellent 
scientific papers, which have been both stimu- 
lating and instructive, and it is this reviewer's 
regret that Dr. Lott is apt to have some rather 
severe criticism of this most recent effort. 

James L. McCartney, M.D., 
Garden City, N. Y. 


History oF Macic EXPERIMENTAL 
Science. By Lynn Thorndike. (New York : 
Columbia University Press, 1958, Vol. VII, 
pp. 695, vol. VIII, pp. 808. $10.00 per 
volume. ) 


With the publication of these two volumes 
there is brought to completion a work upon 
which Professor Thorndike commenced his 
labors more than 50 years ago. It is a study 
of the history of magic and experimental 
science and their relations to Christian thought 
covering the first 17 centuries of our era. As 
such it represents one of the greatest works of 
scholarship of the twentieth century, and 
Professor Thorndike, and we, are to be con- 
gratulated upon the successful completion of 
this remarkable work. 

Volumes I and II cover the first 13 centuries 
of our era, volume III and IV the 14th and 
15th centuries, volumes V and VI the 16th 
century, and volumes VII and VIII the 17th 
century. 

Written with Professor Thorndike’s cus- 
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tomary clarity of style and wry humor A His- 
tory of Magic and Experimental Science is one 
of the most readable of scholarly works. The 
subject with which it deals is no less than the 
evolution of the human mind from the stand- 
point of a mediaevalist interested in the in- 
teraction between traditional superstition and 
burgeoning reason in the Christian era. Pro- 
fessor Thorndike’s original idea was that magic 
and science have been connected in their de- 
velopment, that magicians were the first to 
experiment, and that both the history of magic 
and of experimental science can be better 
understood by studying them together. This 
same idea had occurred to Sir James Frazer. 
I do not know, and Professor Thorndike no- 
where gives a hint, as to whether or not he 
was stimulated by Frazer’s views on this mat- 
ter, but however that may be, anthropologists 
are generally of the opinion that in nonliterate 
societies, at any rate, scientific activities do 
not necessarily grow out of magical ones, and 
that as a matter of fact magical activities are 
pursued cheek-by-jowl with scientific ones, and 
both seem to lead a quite healthy independent 
existence. But if this is so in many nonliterate 
societies, and has undoubtedly been in part the 
case in literate societies, Professor Thorndike 
has clearly demonstrated that the case was 
quite other during the first 17 centuries of our 
era in the western world. Magic and the de- 
velopment of experimental science were closely 
connected, and to those who are familiar with 
the history of science it will come as no sur- 
prise that the Father of the Modern Age of 
Science, Isaac Newton, was also the last of 
the magicians. There was hardly a thinker 
during this long period of secular time who 
was completely free of the “magical” element. 
This Professor Thorndike makes abundantly 
clear. 

For readers of this Journal the work is full 
of the most fascinating materials, including 
chapters devoted to mental disease and magic 
which constitute a substantive contribution to 
the history of medical psychology. 

AsHLEY MonrtTAGu, 
Princeton, N. J. 


Tue PuysioLocy AND PATHOLOGY OF THE 
Ceresettum. By Robert S. Dow, M.D., 
Ph.D., and Giuseppe Moruzzi, M.D. (Min- 
neapolis: University of Minnesota Press 
and Toronto: Thomas Allen, Ltd., 1958, 
pp. 675. $13.75.) 


This volume is part of a three-fold review 
of present knowledge of the anatomy, physi- 
ology and pathology of the cerebellum. (The 


anatomical part of the work is in preparation 
for publication. ) 

Professor Moruzzi has included in Part 1 of 
this volume the immense amount of knowledge 
which has accrued, over the last 20 years, as 
a result of stimulation and electrophysiological 
investigations of cerebellar structures, many of 
which have been done in the Institute of 
Physiology of the University of Pisa. 

In Part 2, Dr. Dow discusses the clinical 
symptomatology of cerebellar lesions and sum- 
marizes their pathology adequately. 

The book will be of importance, mainly to 
neuro-physiologists, but its wealth of detail 
and its 67-page bibliography will make it a 
valuable work of reference in medical libraries. 

Eric A. LINELL, 
Toronto, Ont. 


Reacuinc DELINQUENTs THrovucH Reapinc. 
By Melvin Roman, Ph.D. (Springfield : 
Charles C Thomas, 1958. pp. 125. $4.50.) 


Children are the prime victims of our age. 
One phase of this victimization is the way in 
which we let so many drift into serious de- 
linquencies without adequate help or preven- 
tion. Another phase is the extent of reading 
difficulties which affects 10 to 15% of the 
school population. 

Dr. Roman has made a practical step to- 
ward therapy in both areas. Twenty-one chil- 
dren aged 13 to 16 were investigated. They 
had been adjudged delinquent in Manhattan’s 
Children’s Court. All suffered from reading 
retardation of 2 or more years. Their 1.Q.s 
ranged from 65 to 95. The project lasted 7 
months. The children were divided into 3 
groups. One received group remedial reading 
training ; the second received group psycho- 
therapy and the third got both, which Dr. 
Roman speaks of as “tutorial group therapy.” 

The author draws the conclusion that psy- 
chotherapy alone does not improve reading 
difficulties and that remedial training alone 
does not sufficiently improve the emotional 
and behavior difficulties. It is evident from 
his material that the children who received 
tutorial group therapy made the greatest 
progress. In line with the current fashion in 
official research, there is an abundance of the 
statistical complications which Dr. Adolf 
Meyer used to characterize as “superaccuracy.” 

In this book as in other similar ones dealing 
with delinquency and/or reading, there is a 
lack of confidence in clinical findings. Psy- 
chiatry and psychiatric diagnosis are con- 
spicuous by their absence. Some of the chil- 
dren during the group therapy produced 
stories which are not spontaneous children’s 
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fantasies, but clearly show the influence of 
current mass media. Such productions can- 
not possibly be evaluated scientifically if the 
social matrix, the street and the mass media, 
are not taken into account. Again in line 
with other similar studies, the author ignores 
these potent outside factors. Better results in 
both therapy and prevention will result when 
we realize that these children do not only 
“act out” but also take in. 

This book, however, is a useful practical 
contribution in an important field of child 
study. It will help in counteracting the rigid 
attitudes of those who are one-sidedly oriented 
about the treatment of delinquent and reading- 
retarded children, and therefore are confused 
about the therapy of this kind of child. 

Frepric WERTHAM, M.D., 
New York City, N. Y. 


Psycuo.ocy. 2nd. ed. By S. Stansfeld 
Sargent and Robert C. Williamson. (New 
York: The Ronald Press Company, 1958. 
pp. 649. $6.00.) 


This introductory text in social psychology 
is most appropriate for students and depart- 
ments concerned with the behavorial sciences. 
It is eclectic in scope and has incorporated 
the basic research data, the theory and appli- 
cations which have been brought to light since 
publication of the first edition. The excellent 
care taken in documentation and the first-rate 
annotated bibliography at the end of each 
chapter plus meaty content gives this volume 
an A-l rating as a highly desirable contribu- 
tion. 

Artuur LERNER, Ph.D., 
Los Angeles City College 


ANALYzING Psycuiatry. By Solomon Katzenel- 
bogen, M.D. (New York: Philosophical 
Library, 1958, pp. 126. $3.00.) 


It will quickly become evident to the reader 
that Dr. Katzenelbogen has earnestly and con- 
scientiously recorded his personal views of the 
practice of psychiatry. That he is troubled over 
the discovery that some persons believe psycho- 
therapy is limited to “Freudian psychoanalysis,” 
is made amply clear. 

He has given brief case histories of 10 
persons who came to him as patients. These 


histories will give some lay readers an oppor- 
tunity to identify themselves and will hold 
their interest. In this work he follows the 
“Meyerian” school of psychobiology. 

The author reveals his deep concern over 
the welfare of his patients and he presents a 
thoroughly convincing picture of his great 
desire to help them. In his book he tries to 
help others as a group by appealing to their 
intellectual interest. Some of his readers will 
think of him as an artist, hoping to discover 
how he produces his masterpiece. In this they 
will be disappointed, for like the artist, he can 
tell them how to paint a good picture but he 
can not tell them how to paint a masterpiece. 

In his apparent rejection of “Freudian psy- 
choanalysis,” he may even discourage his 
readers, raising serious doubt that he succeeds 
in his stated purpose : “To acquaint the read- 
ing public with the meaning, scope, and 
methods of psychological treatment.” 

Paut L. Scuroeper, M.D., 
. Atlanta, Ga. 


Tue Psycutatric HospiTrat as A SMALL So- 
ciety. By William Caudill. (Cambridge, 
Mass.: Harvard Univ. Press, 1958, pp. 
406. $6.50.) 


Mr. Caudill has approached the hospital on 
the basis of initial individual studies followed 
by observation of groups of patients, nurses, 
residents, and senior physicians in their hier- 
archic order. As the scope of his study widened, 
he examined the attitudes of the various groups 
towards the life of the hospital. It is possible 
that Mr. Caudill’s observations of the hospital 
community make it possible to establish a 
pattern of causes acting and interacting in time 
relationships that no staff member or combina- 
tion of staff members could have seen under 
the circumstances. It is possible that through 
these observations a reliable method has been 
established for predicting the likelihood of gen- 
eral group disturbances of various kinds. Some 
of these findings may have applications to a 
much wider range of human behaviour than 
that represented within psychiatric hospitals. 
Mr. Caudill’s book should be of considerable 
interest to all those who are interested in the 
development of more progressive psychiatric 
hospital programs. 

C. A. Roserts, M.D., 
Verdun, P. Q., Canada 
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Dr. Edwin Zabriskie died at the Harkness 
Pavilion of Presbyterian Hospital on Janu- 
ary 13, 1959, after a short illness. He was 
born in Brooklyn, N. Y. on October 7, 1874, 
of Dutch and Polish descent. Himself a 
third generation physician, his grandfather 
Dr. John Barrea Zabriskie was the first 
physician at the Kings County Hospital, 
and his father Dr. John Lloyd Zabriskie, 
was a practicing physician in Brooklyn. 

Dr. Zabriskie was educated at the Eras- 
mus Academy in Brooklyn, Columbia Uni- 
versity, and received an M.D. degree at 
the Long Island College of Medicine, May 
1897. He served his internship at Kings 
County Hospital. After a period of graduate 
study in Berlin and Paris, he was appointed 
Adjunct Professor of Neurology at the New 
York Post-Graduate Medical School. 

In 1910 a short time after the Neurologi- 
cal Institute of New York was founded, Dr. 
Zabriskie joined its staff. He served succes- 
sively as: Director of Laboratories, Assist- 
ant Attending, Senior Attending and Chief 
of Staff. With the consolidation of the Neu- 
rological Institute of New York and Colum- 
bia-Presbyterian Medical Center, he was 
appointed Attending Neurologist ; and, in 
1946 and 1947 served as Acting Director 
of the Neurological Institute. He was Pro- 
fessor of Clinical Neurology at the College 
of Physicians and Surgeons from 1925 until 
his retirement in 1948 when he became 
Professor Emeritus in the College and Con- 
sulting Neurologist to the Presbyterian Hos- 
pital. 

Dr. Zabriskie was especiaily active in 
the guidance of the affairs of the American 
Neurological Association and the Associa- 
tion for Research in Nervous and Mental 
Disease. He was President of the American 
Neurological Association in 1944 and served 
as a member of the Council from 1945 to 
1950. He was a member of the Board of 
Directors of the Association for Research 
in Nervous and Mental Disease for more 
than 25 years and was honored as its Presi- 
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EDWIN GARVIN ZABRISKIE, M.D. 
1874-1959 


dent in 1945. He was a founding director 
of the American Board of Psychiatry and 
Neurology. 

Dr. Zabriskie joined the Armed Forces in 
August 1917, participating in the battles of 
Chateau Theiry, The Marne, St. Mihiel, and 
Argonne-Meuss and was later cited by the 
Fifth Army Corps. When Dr. Thomas Sal- 
man died, Dr. Zabriskie succeeded him in 
charge of neuropsychiatry for the European 
Theatre until the end of World War I. It 
was at this time that his colleagues and 
friends began to call him “The Colonel,” 
a title that was used respectfully as a term 
of endearment and remained with him the 
rest of his life. During World War II, he 
served as Consultant in Neuropsychiatry to 
the Surgeon General of the United States. 
Former President Truman bestowed a Cer- 
tificate of Appreciation upon him for his 
service in World War II. 

Not only a great physician, beloved by 
patients and colleagues, Dr. Zabriskie was 
also a great humanist. He was an accom- 
plished musician and played the viola in a 
string ensemble which met for weekly con- 
certs at his home. 

He was a member of the Union Club, 
The Century Association, The San Francis- 
co Society, Holland Society, The Vidonian 
Club of New York, The St. Nicholas Society 
of Brooklyn and the Bohemian Club, where 
he joined with artists and actors in musi- 
cales and in the performance of plays. 

The Colonel remained active in his medi- 
cal practice up to the time of his death, 
giving himself unstintingly. His cheerful 
attitude, his ready wit, and his gentleness 
for all remained with him even until a few 
hours before his death. His energy was 
limitless and he could outdo colleagues 
many years his junior in work as well as in 
golf and other activities. In 1953 at the age 
of 79, when he attended the International 
Congress of Neurology in Lisbon, he drove 
a new Renault, unaccompanied, from Cher- 


bourg to Lisbon. Despite an arthritis that 
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limited his activities in the last two years, 
his spirit came through. At age 83, when 
his chauffeur became ill, he drove from 
New York to Atlantic City to the annual 
meeting of the American Neurological As- 
sociation. He was almost as faithful in his 
attendance at the annual meetings of The 
American Psychiatric Association, where he 
had a host of friends and derived as much 
pleasure from the social and friendly at- 
mosphere as from the scientific meetings. 
He succeeded Dr. Charles Burlingame as 
Chairman of the Salmon Committee Lec- 


The measure of the esteem of his col- 
leagues was manifested by the tribute paid 
to him on the occasion of his eightieth birth- 
day (when a cocktail party was given in 


his honor at the Faculty Club of the Uni- 
versity), when he was presented with a 


volume, which contained an inscription, 
which included the following : 

“In recognition of his many years of serv- 
ice, his colleagues present this token of their 
esteem and of their gratitude for the privi- 
lege of sharing in his friendship and kindly 
wit ; for the calm, gentle but firm authority 
with which he has performed his duties ; 
for his eminence in neurology and psychi- 
atry.” 
Dr. Zabriskie was one of 25 who received 
the Distinguished Service Award on the 
occasion of the celebration of the Twenty- 
Fifth Anniversary of the Medical Center. 

He was married in 1919 to Blanche Ar- 
naud, who died in 1936. He is survived by 
his sister, Miss Louise G. Zabriskie, and a 
nephew, Dr. John Barrea Zabriskie, now a 
Captain in the United States Air Force. 

H. Houston Merritt, M.D., 
William A. Horwitz, M.D. 
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there is a dosage form 
of “Compazine’ 


for every hospital need 


Concentrate?, 10 mg./cc. (available to hospitals only)—convenient 
liquid form for those patients who “cheek” tablets; for those patients 
who refuse oral medication it can be easily disguised by mixing with 
liquid or semisolid foods. 


Tablets*, 5 mg., 10 mg. and (primarily for use in psychiatry) 25 mg. 
—for convenient manipulation of dosage. 


Spansule' capsules*, 10 mg., 15 mg., 30 mg. and (primarily for 
use in psychiatry) 75 mg.—for convenient all-day or all-night 
therapeutic effect with a single oral dose. 


Ampulst, 2 cc. mg./cc.)—for immediate control of disturbed 
patients. 


Multiple dose vialst, 10 cc. (5 mg./cc.)—for greater economy, 
convenience and flexibility of doses. 


Suppositories » § mg. and 25 mg.—when neither oral nor parenteral 
administration is feasible. 


Syrup, 5 mg./teaspoonful (5 cc.)—for the very young or very old. 


efSpecial Hospital Packages available to non-profit and government hospitals. 


Compazine 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


CONVULSIVE THERAPY (maximum convulsive and therapeutic efficiency) « 
CONVULSIVE THERAPIES + ELECTRO-SLEEP THERAPY FOCAL TREATMENT (unilateral , 
and bilateral) MONO-POLAR TREATMENT (non-convulsive or convilsive)* BAR- 
BITURATE COMA (and other respiratory problems) MILD SEDAC (without sedation) 
SEDAC THERAPY (with sedation) * -PRE-CONVULSIVE SEDAC (for anxious) 
patients. who resist EST) POST-CONVULSIVE SEDAC (for deep sleep) NEURO. 
q LOGICAL CONDITIONS MEASUREMENT PROCEDURES 
XVIII 


faster therapeutic response with 


REITER MODEL SOS 


the one instrument combining 
the strongest convulsive currents with 
powerful yet gentle sedative currents 


exceptionally fast clinical therapeutic response 


most efficient convulsive currents result in minimal 
side effects—apnea, thrust, confusion and treat- 
ment-generated anxiety are negligible 


patients are quickly clear and bright following 
treatment 


difficult cases have responded to SedAc deep sleep 
therapy—powerful, deep, effective yet safe treat- 
ments are easily applied 


SedAc current establishes better transference — 
patients become communicative 


anxious aversion to EST minimized by gentle 
SedAc current 


one-knob, with safety lock, controls convulsive and 
sedative currents 


clinical studies have evaluated a new measurement 
procedure to determine areas of cerebral damage 
and the degree of malfunction 


Model SOS contains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S containing only the unidirectional currents; 2. SedAc (attach- 
ment) to be used with Model S; 3. SedAc (self-powered) an independent 
instrument. 

Only Reiter, the original unidirectional current electrostimulators, are 
authentically backed by extensive clinical experience with over 200 references 
in literature and text-books. 


Literature and bibliography on request. 


REUBEN REITER, Sc.D. 


64 WEST 48th STREET, NEW YORK 36, N.Y. 
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The ultimate goal of every psychia- 

p i SC a A RG F trist is to see his hospitalized patients 
discharged. Pacatal can help in 

. attaining this objective. Pacatal is 

ideal for patients with a promising future—those who have been hospitalized 
less than two years—because it keeps them accessible, ambulatory, and 
alert. On Pacatal, patients display a greater warmth of personality and will- 


ingness to cooperate. They are more responsive to psychotherapy and are 
able to establish a better relationship within their environment. 


In a one-year follow-up study of 67 schizophrenic patients treated with 
Pacatal, Vorbusch' found that 23 (or 34 per cent) were able to leave the 
hospital, and only 6 had to return for further treatment. A similar report 
by Feldman’ noted a 36 per cent release rate in Pacatal-treated patients, 
with only 9 per cent returning from parole. 

Dosage: Institutionalized patients—range 100 to 500 mg. per day (average 300 mg.). 


Usually begin with 50 mg. b.i.d., increase by 50 mg. every 5 to 7 days. 
Ambulatory patients—symptoms usually controlled with 25 mg. 3 or 4 times daily. 


Supplied: 25 and 50 mz. tablets in bottles of 100 or 500. 
Available in 2 ce. ampuls (25 mg./cc.) for parenteral use. 


References: 1. Vorbusch, H. J.: J. Clin. & Exper. Psychopath., (Jan.-Mar.) 1959 
2. Feldman, P. E.: Am. J. Psychiat. 115:736 (Feb.) 1959. 
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‘Thorazine’ Spansule capsule therapy 


THORAZIN E’” SPANSULE'( capsules 


For example, replacing 100 mg. tablets t.i.d. 
with one 300 mg. ‘Spansule’ capsule daily 
saves at least 18% on the cost 


of ‘Thorazine’ therapy. 
G) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
'T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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A Psychotropic Agent... 
To control both Anxiety and Agitation 


Anxiety and agitation, although related, may differ 
in their etiology. In psychiatric practice, therefore, 
it has frequently been found advantageous to use 
multiple agents and therapies to produce maximum 


therapeutic benefits. 


PROZINE, a new psychotropic agent, offers dual mech- 


anism of action. Its sites of action are: 
1. the hypothalamic:area! 


2. the thalamus and interneuronal pathways of the 


central nervous system.? 


PROZINE alleviates anxiety and psycho- 
motor agitation. 


PRozINE is indicated as adjunctive treatment to psychotherapy and other therapeu- 


tic measures in patients suffering many varied mental and emotional disturbances. 


ProzinE controls behavior disorders associated with psychiatric illness expressed 
by symptoms of confusion, belligerence, combativeness, delusions, insomnia, 
untidiness, hyperactivity, negativism, phobic reactions, and depressive states. 
Prozine is effective in the management of chronic alcoholism and behavior prob- 


lems of children, adolescents, and the senile patient. 


PROZINE* 


* Trademark meprobamate and promazine hydrochloride, Wyeth 
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Specific Control through Dual Action 


with minimal side-effects 


SUMMARY OF CLINICAL RESULTS**°® 


Of 422 patients displaving primary emotional disturbances, chiefly 
psychoneurotic, 82 per cent showed significant improvement. Approxi- 
mately 20 per cent of these patients were hyperactive, aggressive, 


difficult-to-control children and adolescents. Fifteen per cent 


were alcoholics. 


Of 227 psychotic patients, 63 per cent showed significant symptomatic 
improvement. The diagnoses in this group included schizophrenia 


and affective disorders including manic-depressive psychoses. 


Of 323 patients with diagnosed organic disease and associated emo- 
tional disturbance, 81 per cent showed significant improvement in the 


emotional component of their illness. The organic diseases in- 


cluded gastrointestinal, cardiovascular, dermatological, musculo- 


skeletal, endocrine, menopausal and allergic disorders; carcinoma 


chronic brain syndrome; also included were disturbed mentally 


retarded patients. 


In 972 patients, side-effects occurred in only 3.7 per cent. Chief 


among these was lethargy in 9 patients. 


Supplied: Bottles of 50 green-and-white capsules, each containing 


200 mg. meprobamate and 25 mg. promazine hydrochloride. 


Comprehensive literature is available 


1. Rinaldi, F., and Himwich, M.E.: Dis. Nerv. System 16:133-141 (May) 1955. 
2. Berger, F.M.: J. Pharmacol. & Exper. Therap. 1/2:413-423 (Dec.) 1954. 
3. Ehrmantraut, W., et al.: Presented as a Scientific Exhibit, District of Columbia 
F Medical Society Convention, Nov. 24-26, 1958. 
4. Parks, K.V.: Internat. Rec. M. 171:678-683 (Nov.) 1958. 


: 
Philadelphia 1, Pa. 5. Case reports on file at Wyeth Laboratories. 
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readily accessible and commun 


© Helps ir 
hension, 


HELPS YOU. 
of 


NUMBER OF 
PATIENTS 


STUDY #1 
135, 


Depressed, 


phrenic (hospi- 
talized) 


MARKED IMPROVEMENT WITH 


“Deprol* 


STUDY #2 
35 


26 psychotic 


tional; 9 neurotic 
depressions (pri- 
vate practice). 


REPORTED IN THREE 
PSYCHIATRIC STUDIES 


STUDY #3 
52 


36 involutional 


= chronic psy- depressions, depressions, av. 
PATIENTS chotic patients, manic-depres- age77 (custodial 
mostly schizo- sive andinvolu- patientsin nurs- 


ing home); 16 
reactive depres- 
sions, av. age 65 


(private prac- 
tice). 


DOSAGE 1-4 tabs. qid. 1-3 tabs. qid. 1-2 tabs. tid. 
: (av. 2 tabs. or q.i.d. 
q.i.d.) 


1 wk.-17 mos., 1-25 wks. 
(av. 1.8 mos.) 8 wks.) 


(av. 6-22 wks. 


‘DURATION OF 
TREATMENT 


Substantial im- Complete or Good results in 
provement in social recovery 78% of involu- 
41%; some im-__— iin 57%.? tional depres- 
provement in an sions and in 
additional 39%.! 69% of reactive 
depressions.* 


RESULTS 


ADVANTAG ES OF ss D e p r O l * Composition: Each light-pink, scored tab- 


let contains 1 mg. 2-diethylaminoethy! 
Antidepressant action does not produce ex- benzilate hydrochloride (benactyzine HC!) 
cessive stimulation, jitters, insomnia 


and 400 mg. meprobamate. 


. son. Dosage: Usual starting dose is 1 tablet 
producing aftereffects gradually increased up to 3 tablets q.i.d. 
i j i References: 
Improves mood without depressing appetite 


chotic patients. Am. J. Psychiat. 1]5:250, Sept. 1958 
2. Alexander, L.: Chemotherapy of depression—Use of 
meprobamate combined with benactyzine (2-diethy!- 
aminoethy! benzilate) hydrochloride. J.A.M A.166:1019, 
March 1, 1958. 3. Settel, E.: Treatment of depression 
in the elderly with a meprobamate-benactyzine hydro- 
chloride combination. Submitted for publication, 1958. 

« Personal communications from physicians; in the 
files of Wallace Laboratories. 


DOCUMENTED SAFETY™ 


Deprol has not produced hypotension or 
liver toxicity 

Does not interfere with other drug thera- 
pies, or with sexual function 

Can be used in hypertension, and with 
unstable personalities 

Side effects are minimal 


@ WALLACE LABORATORIES 


New Brunswick, N. J. 


co-8680 
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MODEL D. 


ELECTROENCEPHALOGRAPH 


The improved Model D Electroencephalograph pre- 

sents all of the latest advances in component reli- 

ability and manufacturing techniques, retaining the 

advantages of ease of operation and maintenance write for descriptive 
built into the instrument during over ten years of Iteratore end prices on: 
experience in manufacture and application. ELECTROMYOGRAPHS 


ELECTROENCEPHALOGRAPHS 
New components, such as strain gage amplifiers, STRAIN GAGE AMPLIFIERS 


D.C. channels, etc. are available. Special amplifiers RECORDER PAPER 

can be designed and furnishe? upon submission of ELECTRODES 
specifications. All of these units are arranged for SHOCK THERAPY EQUIPMENT 
easy plug-in installation in the standard console. 


_MEDCRAFT. ELECTRONIC 


_ designers and manufacturers of diagnostic 
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US KEEP 
| WORTH KEEPING 


This is Commander W. 
R. Anderson of the Nau- 
tilus, world’s first atomic- 
powered submarine. 

Working day after day 
in the first line of Amer- 
ica’s defense force, he sees 
the need for peace first- 
hand—knows that it’s a 
matter of life or death. 
And he knows, too, that 
peace doesn’t come easy 
or cheap. Peace costs 
money. 

Not only money for 
strength to keep the 
peace. Money for science 
and education to help 
find lasting peace. And 
money saved by individ- 
uals, to keep our econ- 
omy sound. 

We can’t all be Sub 
Commanders. But we can 
all help strengthen Amer- 
ica’s Peace Power, simply 
by buying Bonds for a 
stronger, safer America. 
Every Bond you buy 
helps. Couldn’t you buy 
a few extra? 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 


sone 
The U.S. Government does not pay for this advertising. The Treasury Department thanks 4 ) ny 
The Advertising Council and this magazine for their patriotic donation. ; e 
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Vessels for 
mental health 


To make phenothiazine ataraxics, modern 
pharmaceutical production requires gigantic and 
complex equipment. The camera shows some of it 
here at Wyeth’s Fine Chemicals Section in 

West Chester, Pa. Standing in stainless-steel 
platoons two and three stories high, weighing many 
tons, its target is the tiny hypothalamus, 

weighing about 4 grams. 


The man in the foreground is John S. McCoy, Ph.D. 
in organic chemistry. His hat speaks of a 
potential hazard, seldom experienced, but 
nevertheless possible in alkyl reactions. 


As manager of the Fine Chemicals Section of 
Wyeth, Dr. McCoy is a rare example of the 
expert’s expert. His is a field requiring one of the 
highest human skills, coaxing the right reactions 
from massive vessels. He sets up the step-by-step 
techniques. He writes the operating data that guide 
his supervisory chemists and operators through the 
entire intricate process. His instructions include the 
selection of apparatus, the choice of reagents, the 
time, temperature, and pressure needed for reaction, 
the purification and recovery of the drug. 


This is a life with high temperature, high-vacuum 
distillation, fractionation, and receivers. 

Dr. McCoy thinks of this equipment and its use as a 
contribution to the new medical abilities that 
practitioners now have. One of the most important 
is the capacity to modify hypothalamic impulses, 
thereby restoring emotional calm to patients. 


Dr. McCoy and his group are part of the notable 
team that Wyeth has assembled for service 
to medicine. Their skill and dedication aid 
the hand that writes prescriptions. 


Wijeth 


Philadelphia 1, Pa. 
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PREVUE OF NEW BOOKS . . . for Psychiatrists 


New Knowledge 


THE PSYCHIATRIC NURSE IN THE 
GENERAL HOSPITAL by Mary A. Tud- 
bury, Taunton State Hosp., Taunton, Mass. 
With modern emphasis on mental health and 
rehabilitation of the mentally ill and the short- 
age of professional workers, the psychiatric 
ward of the general hospital presents a grave 
problem. Now for the first time an expert 
offers real, practical guidance to hespital and 
nursing service administrators in the general 
hospital and in fact to anyone interested in 
the institutional management and patient care 
of emotionally disturbed patients at the ward 
level. The qualifications, preparation, and 
“role” of the psychiatric nurse expert are clari- 
fied. Through the case method of presenta- 
tion, it is shown how the services of this pro- 
fessional member of the nursing team may be 
utilized. Pub. °58, 96 pp., $3.50 


¥ Fresh Procedures 


V Tested Applications 


RECREATION IN TOTAL REHABILI- 
TATION by Josephine L. Rathbone, Co- 
lumbia Univ., New York City, and Carol Lu- 
cas, Federation of the Protestant Welfare 
Agencies, Inc., New York City. A challenging 
new book designed to help students, recreation 
specialists, occupational therapists, social work- 
ers, nurses, administrators, and others who are 
interested in the general field of rehabilitation 
decide for themselves what are the various po- 
tentialities of recreation for ill and handi- 
capped individuals of all ages. Complete cov- 
erage of the subject including 1) who should 
be responsible for the worthy use of a pa- 
tient’s time 2) what kinds of activities are 
appropriate for each patient and 3) how wise 
programs of activities can be incorporated into 
treatment schedules under medical supervi- 
sion. Publication date: May 1959 


COMMUNITY MENTAL HEALTH by 
Margaret C.-L. Gildea, Washington Univer- 
sity School of Med., St. Louis. Over two dec- 
ades of highly successful, professional experi- 
ence have resulted in a NEW SYSTEM OF 
CLASSIFICATION 1) to solve the problems 
of mildly disturbed children 2) to prevent the 
development of more serious problems. Here is 
a GUIDE to less expensive and more efficient 
service. Dr. Gildea’s original 1,2,3,4 classifica- 
tion system shows how to distinguish severely 
sick children from those with mild disturb- 
ance. She defines levels of emotional malad- 
justment and shows how distinction can be 
made from simple observation in the normal 
social setting, the natural habitat of the child, 
i.e., school and home, NOT CLINIC. Publica- 
tion date: March 1959, 180 pp., $5.00 


THE CHILD WITH A HANDICAP: A 
Team Approach to His Care and Guid- 
ance edited by Edgar E. Martmer, Harper 
Hosp., Detroit. A practical, provocative volume 
for every individual who touches the lives of 
the nation’s some five million handicapped 
children. In three sections: I Orients to the 
team concept of care and management. II Sug- 
gests authoritative answers to the questions 
parents inevitably ask. III Indicates avail- 
ability of a wide variety of materials, the con- 
tinuing interest of a host of social agencies, 
and sound suggestions for determining an in- 
dividual program of care for every child. Psy- 
chiatrists will particularly welcome an excel- 
lent chapter devoted exclusively to “The Role 
of the Psychiatrist.” Publication date: May 
1959, 434 pp., 60 il., $11.00 


DREAMS AND PERSONALITY DY- 
NAMICS edited by Manfred F. DeMartino, 
Board of Cooperative Educational Services, 
Onondaga, New York, Fills a long-existing 
gap in the literature—a truly scientific book 
based on experimental and clinical research 
in the field of dreams. Includes articles by 
eminent psychologists on studies pertaining to 
children, adolescents, adults, and almost ald 
clinical categories. An authoritative work that 
will stimulate psychiatrists, psychologists, and 
all students of human nature to use dreams as 
another standard research technique. Publica- 
tion date: September 1959 


CHARLES C THOMAS e PUBLISHER 
301-327 East Lawrence Avenue @ Springfield e@ Illinois 


XXX 


THE DYNAMICS OF PSYCHIATRIC 
DRUG THERAPY edited by G. J. Sarwer- 
Foner, Queen Mary Veterans Hospital, Mon- 
treal, Canada. In April, 1958, the foremost au- 
thorities from the United States and Canada 
met for a Conference on Psychodynamics, Psy- 
choanalytic, and Sociologic Aspects of the 
Neuroleptic Drugs in Psychiatry. Covers phy- 
siological effects, psychological implications, 
Ego defences and Ego structure, sociological 
determinants of behavior, transference and 
countertransference aspects, and therapeutic 
aspects. Publication date: September 1959 
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now... 
long-term tranquilizer 
therapy...without 
parkinsonism-like 
side effects 


TRANQUILIZER-INDUCED PARKINSONISM RELIEVED 
BY ‘KEMADRIN’ 


In the treatment of mental disorders, reduction or discontinuance of ataractic drugs 
because of extra-pyramidal dysfunction is often undesirable since the beneficial phar- 
macodynamic effect is also reduced or eliminated. A number of clinicians report that the 
symptoms of parkinsonism are indicators of the therapeutic effect of the phenothiazine 
or rauwolfia compounds. 


“. .. Kemadrin has a definite place in the control and management of drug- 
induced parkinsonism. In many cases it appears to be much more effective than 
the currently used antiparkinsonian drugs.” 


Konchegul, L.: The Use of Kemadrin in the Treatment of 
Drug-induced Parkinsonism, M.Ann.of D.C. 27:405 (Aug.) 1958. 


Procyclidine Hydrochloride 
Available as: 5 mg., scored tablets. Bottles of 100 and 1000. 


Complete literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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A MODERN HOSPITAL FOR 
EMOTIONAL READJUSTMENT 


TARPON SPRINGS e FLORIDA 
ON THE GULF OF MEXICO 


® Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 


Your patients spend many hours daily in healthful out- 
door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
Florida’s Sunny West Coast. 


Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 
Medical Director—SAMUEL G. HIBBS, M.D. 
Assoc. Medical Director— 
WALTER H. WELLBORN, JR., M.D. 
PETER J. SPOTO, M.D. ZACK RUSS, JR., M.D. 
ARTURO G. GONZALEZ, M.D. 
Consultants in Psychiatry 
SAMUEL G. WARSON, M.D. ROGER E. PHILLIPS, M.D. 
WALTER H. BAILEY, M.D. 
Phone: Victor 2-1811 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 
The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
ortunit and nervous rehabilitation. 


tional op 
The OUT-PATI NT 


NIC offers diagnostic services and thera- 


peutic treatment for selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 


Medical Director 


Medicul Director 


HN D. PATTON, M 
Clinical Director 
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FOR THE MENTALLY RETARDED CHILD 


SIX COMPREHENSIVE PROGRAMS: 


@ Observation and Diagnosis e Custodial Care 
e Education and Training -. @ Summer Program 
e Residential Supervision e Psychiatric Treatment Center 


The Training School at Vineland provides care and treatment for boys and 
girls 2 years or older with mental potential of 6 years. Complete profes- 
sional staff. Electroencephalographic and neurological exams, individual 
psychiatric, psychological, physiological, and speech observations and 
therapies. 

The educational program aims at maximum development of each child. 
Training includes self-care; group living; formal classroom education; devel- 
opment of practical habits, attitudes and work skills. 

Children live in homelike cottages on 1600-acre estate. Hospital, school, 
chapel, lake, swimming pools, working farm. 

Research Laboratory famed for continuous study of causes, prevention 
and treatment of mental retardation. Established 1888. 


For information write: Registrar, Box N. 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 


A private, non-profit residential center for the care and treatment of the 
mentally retarded. 


Longitudinal Studies 
of Child Personality 


ABSTRACTS WITH INDEX 
¢ 
By ALAN A. STONE, M.D., and GLORIA COCHRANE ONQUE, M.D. 


his survey of longitudinal studies in child personality provides an analytical biblio- 
graphy with summaries covering all significant research in the field through 1955. The 
abstracts are arranged alphabetically by the senior author and indicate where the full 
text of the articles summarized may be found. The index is divided by subject matter 
and is a complete reference to the 297 numbered bibliographical entries in the abstract 


section. 


A COMMONWEALTH FUND BOOK 
$5.00 through your bookseller, or from 
HARVARD UNIVERSITY PRESS 


79 Garden Street, Cambridge 38, Massachusetts 
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Important Books | THE BROWN 


from | H 
LITTLE, BROWN | SCHOOLS 
and COMPANY | FOR EXCEPTIONAL CHILDREN 


The Brown Schools, in operation since 1940, has 
facilities for the private residential treatment of 
tionally disturbed children and for the educa- 
PHARMACOLOGY tion of retarded children of all ages. 
Specialists on our staff in psychiatry, psychology, 
FRONTIERS medicine, social work, speech pathology and spe- 
cial education assure a well-rounded approach to 
the problem of the exceptional child. 
Seven different suburban and ranch units make 
possible the placement of each child in a group 
best suited to his interests, age, ability, develop- 
2 ment and social adjustment. 
Proceedings of the We have recently prepared a comprehensive view 
Psychopharmacology book for your use in learning more about our 
Symposium Second schools and the services we offer. We invite you 
International Congress of Psychiatry. to write for a copy and also for any particular 
New! The world’s leading psychiatrists, information you desire. 
pharmacologists, vag and 
ogists present their latest findings on the a 
in the treatment of Please write: 
illness. This book faithfully records this 2 P 
largest program ever devoted to psycho- Mrs. Nova Lee Dearing, Registrar 
pharmacology. 560 pages, 49 illustrations. P. O. Box 4008 D 


Austin, Texas 


edited by 
NATHAN S. KLINE, M.D. 
with 92 contributors 


Whitaker: PSYCHOTHERAPY OF 

CHRONIC SCHIZOPHRENIC PA- 
TIENTS. Topics presented are diagnosis 
and prognosis, distortions in communica- 
tions, orality, anality, the family and sex- For Children with Emotional 
uality, countertransference, management of - School or Other Problems 


patient and family. 219 pages. _ C A M e W A T E R FO R D 


Mcliwain: BIOCHEMISTRY AND 

THE CENTRAL NERVOUS SYSTEM. Route 1, Quaker Hill, Connecticut 
This second edition contains much new ma- Near New London. Phone Glbson 3-9820 
terial. Presents an integrated view of neu- “Where Everybody is Somebody” 
rophysiology, neurochemistry, neurology, } 
and chemistry. 288 pages, illustrated. $10.00 Four generations specializing in academic, 
emotional, overactive, personality, speech, occu- 
pational, and vocational problems. 600 acres— 
handball, baseball, etc.— 
lakes, islands—modern scientific barn, tractors, 
chickens, incubators, etc. Division for slow 
of the brain as it relates to neuroanatomy, 
neurophysiology, and behavioral studies. paysicien. 
766 pages, 355 illustrations. $16.00 Rita Saunders, Herbert Schacht, Directors 

Arthur Weider, Ph.D., Consultant, 


Use this advertisement as an order coupon. Psychological Services 
From your medical bookstore or: (See article in March 1959 issue of 
RECREATION magazine by Rita Saunders 


Henry Ford Hospital Symposium: RE- ff il - 
TICULAR FORMATION OF THE al; sports, tennis, 


BRAIN. Sixty-five specialists present 
knowledge concerning this important area 


LITTLE, BROWN AND COMPANY 


348 Street, Boston 6, Massachusetts AJPS Also WATERFORD COUNTRY 
BOARDING SCHOOL 


for problem children year ‘round. 


Branch: BUCKINGHAM SCHOOL 
for children with above problems 
22 Buckingham Rd., Brooklyn 26, N. Y. 
(Prospect Park) @© BU 4-7400 
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HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A private hospital devoted to active treatment, analytically-oriented 
psychotherapy, and the various somatic therapies. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport CApital 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Peter P. Barbara, Ph.D. 


Louis J. Micheels, M.D. 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, with elementary, junior and senior 
high school, and a postgraduate ——— The school is accredited by the New York State 
yy of Education, and a majority of its graduates regularly enter college or junior college. 
It psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel and guidance of each individual student. A full-time —— and psychologist are in 
residence. Our work emphasizes a much wider concept of student —— and growth than is 
conceived of in pans education. Educating the student as a person, adjusting and maturing 
his personality a primary aim. 
Vv. V. ANnperson, M.D., LL. D., Director 
For further information write to 
1s H. Gace, Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Di Frances M. King, formerly Director of the Seguin School References 
irectors / Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


A SUMMER CAMP 


for children with adjustment problems 


A complete camp program for boys and girls from 5-16 with normal or 

Herbert J. Haver above average intelligence. Especially suited for the child in treatment 

Ph D who needs and can profit from a non-competitive, therapeutic group 

ie tie environment. Our mature, professional staff is experienced in the fields 

director of psychodynamics. Write for our brochure. 

address inquiries to: oe, ar CANAAN 

44 Lake Shore Dr., Rockaway, N. J. e A M Pp J FE F 7 S 0 yy N. Y. 
Oakwood 7-3535 in the Berkshires 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the bills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GeorGE M. ScCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 
Francis A, O'DONNELL, M. D. RicHarD L. Conpg, M.D. 
Rospert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


HEmlock 4-0200 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Aceredited by Joint Commissi r of Hospitals 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 
and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment . . . . Serving the Los Angeles Area 


G. Burns, MD. HELEN Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscaR ROZETT, M. D., THOMAS P, PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 


CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
A private hospital devoted to the individual care of psychiatric patients. 
Falkirk provides a twenty-four hour admission service for acute psychiatric problems. Out- 
patient facilities are available for suitable cases. A continued treatment service is maintained. 
Members of the medical profession are invited to visit the hospital and inspect the available 


services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 


50 miles from N. Y. C. 


T. W. NEUMANN, JR., M. D., . RERCY E. RYBERG, M. D., 
Director - Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo tre, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 A Non Profit Corperation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicnors, M. D. G. PauLing Weis, R. N. A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


CHESTNUT LODGE 


DEXTER M. BULLARD, M.D., Medical Director 
MARVIN L. ADLAND, M.D., Clinical Director 
OTTO A. WILL, JR., M.D., Director of Psychotherapy 
DONALD L. BURNHAM, M._D., Director of Research 


CLINICAL ADMINISTRATORS 
MARTIN COOPERMAN, M.D. 
JOHN L. CAMERON, MLD. ROBERT W. GIBSON, M.D. 
JOHN P. FORT, JR., M.D. MICHAEL A. WOODBURY, M.D. 


ASSOCIATES 
CHARLES A. BAKER, M.D. CLARENCE G. SCHULZ, M.D. 
CLAY F. BARRITT, M.D. HAROLD F. SEARLES, M.D. 
MILTON G. HENDLICH, M.D. JOSEPH H. SMITH, M.D. 
JOHN S. KAFKA, M.D. BARBARA S. SOKOLOFF, M.D. 
BERL D. MENDEL, M.D. WILHELM P. STIERLIN, M.D. 
CESAR MEZA, M.D. YVONNE VAN der REYDEN, M.D. 
PING-NIE PAO, M.D. NAOMI K. WENNER, MLD. 


CLINICAL PSYCHOLOGIST 
MARION I. HANDLON, Ph.D. 


INTERNISTS 
CORINNE COOPER, M.D. GEORGE SHARPE, M.D. 


ROCKVILLE MARYLAND 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


1270 AVENUE OF THE AMERICAS, ROOM 1817 Date 
New York 20, New York 

Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 


OF PSYCHIATRY beginning with Volume .... 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1958 issue. 
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A i 4 PROVED IN 
Be» ALCOHOLISM 


a “chemical fence” for the alcoholic 


“ANTABUSE” helps the patient resist his compulsive craving for alcohol. With one dose a day 
he finds he cannot tolerate alcohol without experiencing extreme discomfort. By keeping the 
patient away from alcohol, “ANTABUSE” serves as a valuable adjunct to psychotherapeutic 
measures for the correction of underlying personality disorders. 


“Antabuse,” brand of DISULFIRAM (tetraethyithiuram disul- 
fide), is supplied in 0.5 Gm. tablets (scored), bottles of 50 AYERST LABORATORIES 


and 1,000. Complete information available on request. New York 16, N.Y. + Montreal, Canada 
5906 
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INTEGRATED EVALUATION 


THE KEY QUESTION in the acceptance of a student at Devereux is 
“Will the child profit by being in our care?” A thorough, integrated 
evaluation helps answer this question. 

First in importance is the detailed history reported by the 
referring physician. Then the clinical staff at Devereux gives the 
student complete psychiatric, psychological, and medical evalua- 
tions. With the child assigned temporarily to a small home-school 
unit, this study covers his inter-personal reactions and his response 
to preliminary therapy. 

Upor the outcome of this integrated evaluation, which is reported 
to the parents and the referrin agent, — the final acceptance 
of the child and the program erapy that lies ahead. 


MEDICAL-PSYCHIATRIC STAFF 


J. Cumrrorp Scorr, M. D. Rosert L. Hunt, M. D. 

Wa ter M. M. D. Ricuarp H. Lamserr, M. D. 

AvuRELIO BUONANNO, M. D. LEONARDO MacRran, M. D. 

Cartes M. CaMpsett, Jr.,M.D. Jacos S. Suerson, M. D. 

Ruts E. Durry, M. D. ALBERT S. TERZIAN, M. D. 

F. Haines, M. D. Lance Waraicurt, M. D. 

Hensert H. Hersxovirz, M. D. 

G. Henry Katz, M. D. Josern J. Perers, M. D. 

Chief Psychiatric Consultant Psychiatric Consultant 


~ SCHOOLS 
THE DEVEREUX FOUNDATION a 
A nonpr anizati Founded 1912 
Santa Devon TRAINING 
RESEARCH 


Professional inquiries should be ad- 
HELENA T. DEVEREUX dressed to JoHN M. Barcray, Di- 


Administrative Consultant rector of Development, or CHARLES 


5 , Regi , Devereux 
EDWARD L. FRENCH, PhD. Devon, west 


Director ern residents address KervH A. 
WILLIAM B. LOEB SEATON, Registrar, Devereux Schools 
Treasurer in California, Samta Barbara, Cali- 


fornia. 


he 
« 
4 
Ve 
4 J side 
a 


